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INFORMATION FOR CONTRIBUTORS 


Manuscripte—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNnaL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


MMustrations—Authors will be asked to meet printer's costs of reproducing illustrative material 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical materia! should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 9§: 271, Sept. 1938 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1956 by The American Psychiatric Association 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to i270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917 Authorized on July 3, 1918. 
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Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


Serpasii Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,’ in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication 


Serpatilin Tableta, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride ‘methy!-phenidylacetate hydrochloride CIBA), 


(reserpine and methyi-phenidylacetate hydrochloride CIBA) 
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| “Theirs is the need—and 
| the right to have. 


Ours is the challenge—and 
the will to provide.” 


Tue Woops ScHOoOoLs 


For Exceptional Children Provides: 


1. Medical, Psychiatric, Psychological and Educational Serv- 
ices in a friendly, understanding environment. 


2. Around-the-clock care and individual training for each 
child, from nursery levels to adulthood. 


3. Opportunities to meet practical situations, to learn good 
work habits, and to enjoy social experiences toward tine de- 
velopment of the “whole” child. 


4. Continuous research into the causes, treatment and pre- 
vention of retardation and emotional disturbance—and mak- 
ing these findings available for use everywhere. 
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THE DOOR 


to more 


successful — | 
psychotherapy...... Ser WW ta 


reserpine, ‘Panray’ 


Ataractic Therapy for NEURO-PSYCHIATRIC CONDITIONS 


Clinical course of * Clinically proven in schizophrenia, manic depressive psychoses in the 
— manic phase, agitated psychoses and ether behavieristic disorders 
0) the sedate phase, cate * Tranquilizes and sedates without affecting alertness or responsiveness 
ness and symptomatic im- * Calms hyperactive patients, quiets the noisy, alerts the depressed 

vicepeetaaee * Often precludes electroshock, seclusion and barbiturates 
* Non-soporific and well tolerated for prolonged treatment 
* Allows natural sleep 


2) The turbulent phase, patient 
seems worse. 


3) The integrative phose, pa- 


tient regains contact with 

reality. Supplied in 1.0 mg., 2.0 mg, 3.0 , and 5.0 
mg. compressed, scored TABLETS. Ale ein 2 mi. 
AMPULES containing 5.0 mg. or 10.0 mg. for pet Bae 
and SYRUP, containing 1.0 mg. reserpine 
per 4m 


Write for samples, literature. 


® 
CARN * 340 CANAL STREET - NEW YORK 13, N.Y. 
CORP. 


Sole Canadian Distributor Winley-MorrisCo. 292 Craig St. West Montreal 29, P.Q. 
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Advertisement 


THE BIOCHEMICAL APPROACH 
TO MENTAL ILLNESS 


One of the greatest single forward steps in 
the specific treatment of mental illness has 
been the discovery that lysergic acid di- 
ethylamide, or mescaline, will produce 
experimentally in man the approximate 
equivalent of schizophrenia. This mental 
dissociation is temporary and may be pre- 
vented or reversed by the administration 
of certain compounds of piperidyl type. 
One of the best of these appears to be 
FRENQUEL—the gamma isomer of 
MERATRAN. Fabing and Hawkins*, and 
others, have found that FRENQUEL acts as 
a partial or complete blocking agent 
against the development of LSD-25, and 
mescaline, experimental psychoses, when 
administered as premedication to healthy 
subjects who have been given these drugs. 
When injected intravenously, FRENQUEL 
has been found to reverse abruptly the 
course of the psychotic state, even when 
not administered until the latter has 
reached the height of its symptomatology. 
This effect appears to be highly specific for 
this type of dissociation, since it does not 
act in the same way when administered to 
patients suffering from a cannabis-type of 
psychosis. 

In acute types of schizophrenia, rREN- 
QUEL appears to relieve hallucination in 
about one third of the cases. Electro- 
convulsive therapy has been found to in- 
crease the number of favorable responses 
in this group. It is apparently necessary to 
maintain the patient on the drug if relapse 
is to be prevented. 

FRENQUEL would appear to offer consid- 
erable promise in the treatment of confu- 
sional states. Further publications are 
likely to shed additional light upon the 
extent of, and the limits to, its usefulness. 


* Fabing, H. D., and Hawkins, J. R.: A year’s experience 
with raenguet in clinical and experimental schizophrenic 
psychoses; to be published, 


Information 


Action: FRENQUEL is a com- 

pletely new anti-hallucinatory, 
anti-confusion drug. FRENQUEL 

does not sedate nor stimulate. f 
Usually 24 hours or more must 

elapse before clinical improve- 

ment takes place. When 
FRENQUEL is discontinued, pro- 

dromal symptoms may recur in 

about one week. 

Even though relief is not ob- 
served in all patients, the many é 
dramatic successes already expe- 
rienced with PRENQUEL in wide- 
spread clinical use warrant 
general trial where acute 
schizophrenic hallucinations are 
present. 

FRENQUEL is safe...side effects 
* and drug reactions have not been 

reported. No ill effects have been 
observed as measured by re- 
peated blood counts, hemoglobin 
determinations, liver and kidney 
function tests. Clinical reports 
show no adverse effect on pulse 
rate, blood pressure, respira- 
tion.** 

Indications: Acute Schizo- 
phrenic Hallucinations 
Composition: Frenquel (aza- 
eyclonol) Hydrochloride is alpha- 
(4-piperidyl) benzhydrol hydro- 
chloride 

Dosage: 20 mg. t.i.d. 
Supplied ; Bottles of 100 aqua- 
blue tablets 

Complete detailed FRENQUEL 
Professional Information will be 
sent upon request. 


1. Proctor, R. C.: Report on Fren- ( 
quel in acute and chronic psychotic 

states. Presented before the Bowman 

Gray Medical Society, Winston- 

Salem, North Carolina, May 16, 1955. 

2. Rinaldi, F.; Rudy, L. H., and Him- 

wich, H. E.: The use of Frenquel in 

the treatment of disturbed patients 

and psychoses of long duration, Am. 

J. Psychiat., in press. 3. Fabing, ( 
li. D.: Frenquel, a blocking agent 
against experimental LSD-25 and 
mescaline psychosis, Neurology 

5:319, 1955, 4. Fabing, H. D.: New 
blocking agent against the develop- 

ment of LSD-25 psychosis, Science 

121: 208, 1955, 

Another exclusive product 
of original Merrell research ( 


THE WM. S. MERRELL COMPANY 
New York. CINCINNATI. 82. Thomas, Ontario 
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In many patients, blocks acute 
schizophrenic hallucinations 


FRENQUEL—a unique new drug—“...offers a new neuropharma- 
cologic approach to certain acute psychotic states where delu- 
¢ ‘ sions and hallucinations have been the primary symptoms.”! 


Used in the treatment of acute schizophrenic hallucinations, 
FRENQUEL usually erases hostile manifestations, promotes a 
cooperative state, facilitates psychotherapy and ward adjust- 
ment.? Adjunctively in electroconvulsive therapy, FRENQUEL may 
help reduce the required number of treatments.* 


FRENQUEL is safe, virtually free of toxicity ; has shown no toler- 
ance or habituation to date. 


AZACYCLONOL HYDROCHLORIDE 


a significant contribution.to the control 
of mental illness from the research laboratories of 
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pronounced 
& 
MEPROBAMATE 
dicarbamate) 
‘ For significant relief in myositis, 
: osteoarthritis, backstrain, and related 
conditions marked by: 
Muscle spasm ‘ 
e Restriction of motion 
a e Stiffness and tenderness 
Pain 
fA anti-anxiety factor 
with muscle-relaxing action 
. » Felieves tension 
Dosage: | tablet tid. 
Supplied Tablets, 400 bottles of 50. 
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an acknowledgment 


We are proud that our television series on the 
NBC network, “The March of Medicine”, has 
been selected to receive the first Albert Lasker 


a 


Award in the field of television and radio. 


But we feel that those really being honored 
are you—the physicians and research scientists 


of America. 


Your sense of responsibility to the public— 


and that of your hospitals, laboratories, and 


staffs—has made it possible for “The March 


of Medicine” to report the story of medical 
progress. 


Lasker Award statuette The Lasker Awards heretofore have been be- 


stowed on many of the nation’s outstanding 


medical scientists and journalists. As a member 


of the pharmaceutical industry, we are particu- 


larly grateful for the honor represented by 


this award. 


We are also grateful for the support we have 


continually received from the American Medical 


Association, which has cooperated in this series 


from the very beginning. 
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Francis Boyer 
President 
Smith, Kline & French Laboratories 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NICOZOEL” 


Mail Coupon for Free NICOZOL” 


| 
| Drug Speciaities, inc. 

| P. O. Box 830, Winston-Saiem, N. C. 


Kindly send me professional sample of NICOZO! Capsules, 
also literature on NiICOZOL for senile Psychoses. 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomptished by treatment with 

the NICOZOL formula. 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 
Each capsule or 4 teaspoonful 
of elixir contains: 
Pentylenetetrazol 100 mg. 
Nicotinic acid 50 mg 
1. Levy, S. J.A.M.A, 153:1260, 1953. 
2. Thompson, Lloud & Proctor, Rich 
N.C. State, Dec. '54 
4 Proctor, Rich 


3. Thompson, Lloyd & 
Clinical Medicine, 


DRUG 
SPECIALTIES, 
INC 

WINSTON - SALEM, N 


ethical | pharmaceuticals 


Distributed in California by BROWN PHARMACEUTICAL COMPANY, Los Angeles, California 
Distributed in Canada by WINTER LABORATORIES, 341 Bioor St., West, Toronto 5, Canada 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Re eC id 
& rp Ol ( Pure crystalline alkaloid) 


Each tablet contains: 

mg. 
or 0.25 meg. 
or 1.0) mg. 
or 4.0) mg. 

The elixir contains: 

0.25 mg. 

per 5 ce, teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kalamazoo, Michigan 
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Desbutal 


(DESOXYN’ plus NEMBUTAL) 


o counteract 
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extremes of mood 


Desbutal dispels your patient’s depression, 
anxiety. One capsule represents 5 mg. DESOXYN 
Hydrochloride (Methamphetamine Hydrochloride, 
Abbott), and 30 mg. NEMBUTAL Sodium (Pentobarbital 
Sodium, Abbott). Bot- 

tles of 100 and 1000. 
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Lithograph by Robert Riggs 


“disturbed wards have virtually disappeared’’’ 


Many hospitals have found that 


THORAZINE’ 


makes patients accessible and receptive to psychotherapy 
reduces or eliminates the need for restraint and seclusion 
improves ward morale 

speeds release of hospitalized patients 

reduces destruction of personal and hospital property 
reduces need for shock therapy and lobotomy 

increases capacity of hospital to serve more patients 
than ever before 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), 
and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 
1. Overholser, W.: in Chlorpromazine and Mental Health, Philadelphia, Lea & 


Febiger, 1955 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


Traditionally, drugs have interested psy- 
chiatrists mainly because of their possible 
uses in therapy, and because they are called 
upon, occasionally, to deal with complica- 
tions arising out of their use, such as intoxi- 
cations and addictions. In consequence, the 
bulk of clinical research on such agents has 
consisted of therapy-oriented studies, the re- 
sults of which are expressed in terms of 
percent “cured” or “improved,” and interest 
in one drug or another has waxed and waned 
in parallel with initial optimism and subse- 
quent pessimism regarding therapeutic re- 
sults. This is still true today, and it is 
readily understandable in view of the urgent 
needs of the clinic. However, such emphasis 
on therapeutic results has served to obscure 
the potential uses of chemical agents in the 
development of a science of human behavior, 
upon which rational therapy, pharmacologi- 
cal or other, might be based. To be sure, 
interest in this possibility is growing—wit- 
ness the increasing frequency with which the 
term “experimental psychiatry” is appear- 
ing in the literature. Generally, this term is 
used to refer to research on the properties of 
the so-called “psychotogenic” or “psycho- 
somimetic” agents, mainly mescaline and 
LSD-25 (the diethylamide of lysergic acid). 
Still, it should be pointed out that these 
drugs, interesting as they are, are not the 
only ones that can serve as tools for the 
analysis of behavior. Actually, opportunities 
for engaging in “experimental psychiatry” 
have been available to us ever since Noah got 
drunk and uncovered his nakedness (Gene- 
sis 9: 20-23). What is new today, is the in- 
creased awareness of such opportunities. 
However, before considering some of the 
data of “experimental psychiatry,” it would 
be well to take up some problems about ra- 
tionale and methodolgy. It can be and some- 


1The Joseph Graham Mayo Lecture, delivered 
at the Iowa State University School of Medicine, 
lowa City, Iowa, October 31, 1955. 

2 From the National Institute of Mental Health 
Addiction Research Center, Department of Health, 
Education and Welfare, U. S. Public Health Service 
Hospital, Lexington, Ky. 


THE USES OF DRUGS IN PSYCHIATRIC RESEARCH ' 
ABRAHAM WIKLER, M.D.,? Lexincron, Ky. 


times is contended(44) that since drugs 
alter behavior in an “un-natural” or “‘abnor- 
mal” manner, they can yield no information 
on how the brain functions “naturally” or 
“normally.” The fallacy inherent in this ob- 
jection can perhaps be revealed best by ask- 
ing for a definition of “natural” or “normal.” 
In what sense are any of our experimental 
procedures “natural?” When and where, in 
nature, do nerve fibers become isolated in a 
saline bath, or does brain tissue become 
homogenized in a test tube, or does a par- 
ticular neural aggregate become stimulated 
by square wave pulses of electricity of 
x milliseconds duration and y pulses per 
second? Or, for that matter, when and 
where in Creation do people “naturally” lie 
supine on a couch, associating “freely” out 
loud, in the presence of an unseen observer 


‘who takes notes and maybe listens too? Ina 


very important sense, all of our experimental 
procedures are “un-natural,” for experi- 
mentation involves controlling variables, and 
controlling variables involves alteration of 
“natural” phenomena in an “un-natural” 
way. In other words, our conceptions of 
“normal” brain processes are constructions 
from observations of the effects of isolating 
variables in an “abnormal” manner, and 
such conceptions are continually subject to 
revision as new variables are discovered, the 
alteration of which modifies behavior. In 
the accomplishment of this task, drugs which 
alter behavior can be used as devices for de- 
tection and manipulation of significant vari- 
ables, for this is precisely the sort of investi- 
gation that is involved in “explaining” drug 
actions. Consider, for example, how radi- 
cally our concepts of the neurophysiological 
processes relating to slecp and wakefulness 
have been altered by the discovery of the 
functions of the basal reticular and the me- 
dial thalamic diffuse projection systems, and 
the important uses to which barbiturates, 
particularly pentobarbital, have been put in 
both the detection and the manipulation of 
these functions(33). Research on the neural 
mechanisms of sleep and wakefulness, and 
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research on the mechanisms of barbiturate 
actions have proceeded hand in hand, the one 
complementing the other. To be sure, the 
last word has not been said about either, but, 
here again, the possible need for revision of 
our concepts can be detected by observations 
of “dissociations” between EEG “sleep pat- 
terns” and concomitant behavior that are 
produced by certain drugs, such as atropine 
(53). The reasons for such “dissociations” 
are not yet clear, but we can expect confi- 
dently that when they are explained, our sci- 
entific knowledge about sleep and wakeful- 
ness will have been advanced still further. 
Granted that sensing, feeling, wishing, and 
ideating are infinitely more complex phe- 
nomena than mere sleeping or waking, there 
still would seem to be no rational basis for 
excluding drugs as legitimate tools in be- 
havioral research. 

However, the extension of the ph ~naco- 
logical approach to analysis of behavior at 
the “psychic” level introduces problems in 
methodology that are minimal or absent in 
work with anesthetized or otherwise simpli- 
fied preparations; namely, that the system 
under study includes not only an organism, 


but also the objects of its activity, with 
which it interacts continually, and that the 
nature of this interaction is determined not 
only by the stimulus conditions set up by the 
observer, but also by the history of previous 


reinforcements. These factors complicate 
what would appear to be a simple matter— 
the description of a “drug effect.” For ex- 
ample, let us ask a simple question: What 
are the effects of morphine or pentobarbital 
on human reaction-time? The answer is that 
they depend on the history of the subjects 
studied, the dose of the drug administered, 
the situation in which the measurements are 
made, and the motivational conditions that 
obtain when the experiments are carried out. 
Thus, Hill and Belleville(25) have studied 
such effects under conditions that permitted 
not only a fair degree of constancy of sub- 
ject material, dose of drug, and experimental 
environment, but also control of motivational 
conditions through manipulation of rein- 
forcements. The subjects, all former nar- 
cotic addicts serving prison sentences, were 
rewarded for voluntary participation in re- 
search experiments. Simple visual-manual 


reaction-times (RT’s) were measured with- 
out administration of drugs, after 15 mg. of 
morphine and after 250 mg. of pentobar- 
bital, injected intramuscularly 50 minutes 
prior to testing. When a fixed reward was 
given a week in advance of the tests, mor- 
phine accelerated and pentobarbital slowed 
RT’s; when a fixed reward was promised 
(and later, delivered) after testing, neither 
drug exerted any significant effect on RT’s; 
when the amount of the post-testing reward 
depended on speed of performance, mor- 
phine exerted no significant effect, but pento- 
barbital accelerated RT’s; when the same 
group was retested 1-3 days later, with post- 
testing rewards fired for all subjects, mor- 
phine slowed RT’s while pentobarbital had 
no significant effect. In all instances, “ac- 
celeration” or “slowing” were relative to 
control RT’s (no drug administered) under 
each specified reward schedule, since these 
also varied with changes in motivational con- 
ditions. In other words, depending upon 
such conditions, either morphine or pento- 
barbital can have no effect, or exert “depres- 
sant” or “stimulant” effects upon simple 
visual-manual reaction times. Generalizing, 
it may be concluded that, unless it is proven 
otherwise empirically, the effects of any drug 
upon any particular measure of behavior will 
depend on the “state of the organism” at the 
time and in the situation in which the drug is 
administered. Furthermore, this “state” 
must be defined not only in terms of the 
structural integrity of the organism, its his- 
tory, and its biochemical status, but also in 
terms of the activities of the observer. 
Acceptance of this principle entails certain 
consequences regarding experimental design, 
particularly with reference to the use of 
controls. Broadly speaking, “controls” are 
used for the purpose of defining the “activ- 
ity” and the specificity” of action of a given 
chemical compound. This aim is accom- 
plished by manipulating medication, subject 
material, and observer’s activities in such a 
manner that those conditions are eliminated 
which are unessential for the occurrence of 
a selected effect of the compound in question. 
The compound is said to be “active,” to the 
degree that a selected effect occurs under con- 
ditions other than those in which “inert” 
substances act likewise. It is also said to be 
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“specific” to the degree that this effect occurs 
as part of a pattern of actions that cannot be 
reproduced by other “active” agents. Conse- 
quently, “controlling” a drug-testing experi- 
ment can present formidable problems. The 
manipulation of the medication factor in- 
volves the use of various substances, “inert” 
and “active,” as “placebos” ; subject material 
in any given experiment should be homo- 
geneous, but various sorts of homogeneous 
groups should be studied in turn; and last, 
but by no means least, the observer’s activi- 
ties should be controlled in a way that will 
permit both variation and replication, for, as 
already noted, they can be decisive in deter- 
mining the nature of the effect of a given 
drug. In this connection, the “double-blind” 
technic can be extremely useful, provided we 
do not make the error of assuming that the 
more “blindly” we proceed, the more truth 
we shall see. The usefulness of this technic 
does not lie in the elimination of the ob- 
server's activities, for there is no way in 
which this can be accomplished in ‘“con- 
scious” man. Nor can we assume that an 
observed drug-effect is “‘physiological” when 
the nature of the medication is unknown to 
the subject and the observer, and “psycho- 
logical” when either or both is enlightened 
in this regard. Rather, the “double-blind” 
technic is useful to the extent that it ensures 
constancy of the subject-observer interac- 
tion factor in any particular investigation. 
But we need to know also, how a given effect 
of an “active” and “relatively specific” drug 
varies under different conditions of subject- 
observer interaction, whether this be “psy- 
chotherapeutic,” or other in intent. Our 
drug-testing experiments will gain in sig- 
nificance if we elicit the sorts of behavior 
that we intend to modify by administration 
of a particular agent, instead of relying upon 
serendipity to do the job for us. 

Also, some comments should be made 
about another difficulty that is encountered 
in human research of any sort; namely, the 
measurement of the “verbal report” (some- 
times called the “subjective response”). 
There are some who insist that “a telegraph 
pole is a telegraph pole”(36), while other 
claim it is anything but that. Such polemics 
seem to be quite futile, since what a verbal 
report “means” in any particular instance 


can be determined only by testing a number 
of predictions concerning the subject's be- 
havior, predicated on a number of alternative 
interpretations of such a report. For exam- 
ple, if a subject says “I am anxious,” such 
testing, perhaps by asking appropriate ques- 
tions, may reveal that he means “I am fear- 
ful,” or “I am bored,” or “I am impatiently 
awaiting my reward with pleasurable antici- 
pation.” Or such testing may indicate that 
the statement, “I am anxious,” is not a use- 
ful predictor of the subject’s behavior at all. 
In that case, the expression is said to mask 
his “unconscious” feelings, which may be in- 
ferred from observation of his nonverbal 
behavior. Of course, if, after being informed 
of his “true” feelings, the subject denies 
them, we may conclude that he lacks “in- 
sight,” or that he is “psychotic,” and such 
deductions may turn out to be correct, the 
subject’s contrary opinion notwithstanding. 
In other words, for heurisitic purposes at 
least, verbal reports can be regarded most 
profitably as instruments for communicating 
to an observer, in a particular situation, the 
subject’s opinion of his own behavior. If we 
wish to make use of verbal reports in scien- 
tific investigations, we must ascertain pre- 
cisely what such opinions are, and whether 
they are “right” or “wrong” in the sense 
that they do or do not have predictive value. 
Furthermore, too much emphasis cannot be 
laid on the determining function of the situ- 
ation in which verbal reports are made. If, 
for example, after administration of a drug 
for “narcoanalytic” purposes, the subject 
pours out a flood of recollections, fantasies, 
or other “material” not previously recalled, 
one must not assume, without further proof 
(which is often difficult to adduce), that 
such “material” had been “repressed.” He 
may merely be engaged in seeking metaphors 
or analogies from previous experience to 
communicate to the observer his opinion 
about his altered state in relation to the situ- 
ation in which the drug has been adminis- 
tered. Or, as Weinstein and Malitz(52) 
have pointed out, a patient with organic 
brain disease may say he wants “to be well” 
before intravenous injection of amobarbital, 
and that he wants “‘to play basketball” when 
under the influence of the drug. There would 
be no reason to believe that, in this case, a 
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wish to play basketball had been “sup- 
pressed” or “repressed.” Rather, the expres- 
sion appears to be merely a way of repeating, 
in a more highly personalized manner, that 
he wanted “to be well.” 

Finally, all of these considerations should 
make us wary of accepting any particular 
mechanism of action of a given drug as the 
sufficient explanation of its behavioral ef- 
fects, for “mechanisms” are inferred from 
observation of the effects of drugs upon iso- 
lated variables, and we have, as yet, no con- 
' ceptual model of human behavior which 
would permit us to ignore their effects upon 
variables we have not studied. In the present 
state of our knowledge (and probably for a 
long time to come), we must accept the prin- 
ciple of multifactorial determinism, and be 
ready to revise our concepts as new behavior- 
determining variables are discovered. 

With these premises and provisos, we may 
now consider briefly the present status of 
“experimental psychiatry,” with special ref- 
erence to the major trends of current inves- 
tigations on the most spectacular of all “psy- 
chosomimetic” agents, the diethylamide of 
lysergic acid. The remarkable effects of this 


compound on man were discovered through 
accidental self-administration by the Swiss 
chemist Hofmann in 1943, and they were 
systematically investigated by Stoll(51), who 
described his findings in a classical paper 


published in 1947. In doses of about 30 
micrograms administered orally to nonpsy- 
chotic individuals, LSD-25 produced auto- 
nomic changes, predominantly sympathomi- 
metic, kaleidoscopic visual hallucinations 
with intense and variegated coloring, hypera- 
cusis, synesthesias, tactile paresthesias, illu- 
sions, distortion of body image, feelings of 
estrangement and “depersonalization,” and 
disturbances of mood, in the presence of un- 
altered orientation, critical self-judgment and 
ability to respond to interrogations by the 
observer. Stoll noted also that these changes 
were most pronounced when the subject was 
permitted to remain undisturbed in a dark- 
ened room, and the symptomatology changed 
if excessive “testing” was performed. Since 
the publication of this report, many studies 
on the LSD-25 “psychosis” have been made 
in various institutions in the Western hemi- 
sphere, upon subjects with differing back- 


grounds, both nonpsychotic and psychotic. 
Patients with schizophrenia(10) and alco- 
holics recently recovered from delirium tre- 
mens(5) are said to be resistant to the effects 
of this drug, but, in general, the functional 
disturbances produced by LSD-25 appear to 
be the same everywhere to a remarkable de- 
gree, provided that the experimental condi- 
tions specified by Stoll are approximated. 
Although individuals differ in the degree of 
sensitivity to the action of this agent, the in- 
tensity of the effects is proportional to the 
dose. This was demonstrated by Isbell et 
al.(29) in a placebo-controlled study based 
on measurements obtained with a clinical 
grading system and also a questionnaire de- 
veloped by Abramson et al.(4) for this pur- 
pose. Isbell also showed that tolerance de- 
velops rapidly to repeated daily doses of 
LSD-25, and that it disappears completely 
3 days after discontinuing the medication. 
There have been few studies designed to 
elucidate the variations in the behavioral 
effects of LSD-25 that are contingent upon 
weil-defined variations in the activities of the 
observer. Such as we have are reports of the 
use of this drug in psychotherapy. As is 
usual in the literature on psychotherapy, pre- 
cisely what the observer does is not stated ; 
one can only guess that some sort of trans- 
ference relationship had been established 
prior to administration of the drug, and that 
during its action, questions were asked, asso- 
ciations were given, and interpretations were 
made. Under these conditions, visual hallu- 
cinations appear to be less prominent, while 
depersonalization phenomena, weird dream- 
like experiences, and recollections from the 
misty past, historical or fantasied, are more 
pronounced. These are said to arise out of 
various layers of the patient’s “unconscious” 
—personal (1), collective (47), and even 
pre-natal (18), having been banished there 
previously by “repression.” It is interesting 
to note that similar explanations have been 
offered in the past, to account for the “ma- 
terial” obtained with a host of other drugs, 
such as barbiturates, carbon dioxide, ether, 
and methamphetamine, yet, except for lim- 
ited investigations(31, 27), no serious at- 
tempt has been made to test the validity of 
such interpretations by comparison of the 
“material” obtained with each drug on the 
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same patient under similar experimental 
conditions. However, even if it were estab- 
lished that the “material” was the same in 
each case, there would still remain the prob- 
lem of distinguishing “repressed” from 
merely “new” material. Certainly, “re- 
pressed” means something other than “pre- 
viously not mentioned,” otherwise there 
would be no need for the term. Of course, 
the expression “repressed material” can be 
used in a number of senses, but the most 
important usage seems to be this: that “ma- 
terial” is said to be “repressed” if it is dem- 
onstrated that in attempting to recall or ex- 
press it in a number of “real-life” situations 
marked disturbances of behavior occur. The 
experimental demonstration that any drug 
“releases repressed material” would entail, 
then, the setting up of a facsimile of an im- 
portant “real-life” situation (some “transfer- 
ence” situation might do), and probing for 
such disturbances under placebo and drug 
conditions, preferably in a double-blind man- 
ner. Or, experimental arrangements such as 
those employed by Luria(32) or Keet(30) 
may serve the purpose. Parenthetically, 
studies of drug effects on “repression” so 
defined can serve also to test this cornerstone 
of psychoanalytic theory for its predictive 
utility. 
The most widespread interest in LSD-25, 
however, has stemmed from the supposed re- 
semblance of its effects to the symptoma- 
tology of schizophrenia. Opinions in this 
regard have ranged from sceptical nega- 
tion(13) to positive affirmation(37). In our 
own studies, we have been impressed, in con- 
nection with this problem, not by the spec- 
tacular visual hallucinations and perceptual 
distortions, but by the more subtle perplexi- 
ties and “depersonalization” phenomena 
which some of our non-psychotic subjects 
have displayed while under the influence of 
LSD-25, particularly after higher doses. 
Thus, one of them became quite anxious 
(meaning “worried” ) when he looked into a 
mirror, because he could not decide whether 
he was standing behind the mirror looking 
at himself, or whether he was beholding his 
reflection. Also, he could not decide whether 
a cigarette he was smoking had been lit by 
himself or by an attendant—a trivial matter, 
perhaps, but one which concerned the sub- 


ject greatly. Another subject was much pre- 
occupied by the weighty problem of deciding 
whether a musical instrument in his room 
was the “real thing” or something else. In 
such cases, it can be said that “insight” had 
been lost. In spite of the resemblance of this 
kind of thinking to that of schizophrenia, the 
accompanying affect appeared quite appro- 
priate. But, this can also occur early in the 
development of clinical schizophrenia. Also, 
LSD-25 is said to produce changes in the 
Rorschach responses of nonpsychotic sub- 
jects which resemble those of schizophrenic 
patients(12), as well as analogous changes 
in certain urinary constituents ; namely, de- 
creased excretion of inorganic phosphates at 
rest, and increased excretion of inorganic 
phosphates after administration of ACTH 
(43). 

There are, then, some grounds for the as- 
sumption that the LSD-25 psychosis is an 
experimental “model” of schizophrenia, al- 
though the question is by no means a crucial 
one from the standpoint of “experimental 
psychiatry,” as this term is used here. More 
important is how LSD-25 produces its ef- 
fects upon behavior. Much work has been 
done recently to relate such effects to the 
chemical structure of this drug. While LSD- 
25 is unique with regard to its incredible po- 
tency, its effects can be mimicked by other 
agents, notably mescaline, in larger amounts. 
It is also stated in the literature that “‘psy- 
choses” can be produced by epinephrine, am- 
phetamine, bufotenine, yohimbine, and har- 
mine, but I am not aware of the evidence 
that, when they so do, the symptomatology is 
identical or nearly so with that produced by 
LSD-25 or mescaline. At any rate, LSD-25, 
bufotenine, yohimbine, and harmine all pos- 
sess an indole nucleus, and while epinephrine, 
amphetamine, and mescaline do not, their 
structures are such that it is conceivable that 
they might be converted into indoles by some 
as yet unknown aberration of metabolism. 
Such considerations led the Saskatchewan 
group(37, 28) to propose that a metabolic 
error of this sort might be responsible for 
schizophrenia, and this hypothesis has been 
developed further by others(17). In partic- 
ular, Hoffer et al.(28) suggested that an 
error in epinephrine metabolism might be 
involved, since their experiments indicated 
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that an LSD-like psychosis could be pro- 
duced by adrenochrome, an indole-bearing 
breakdown produce of epinephrine. Rinkel 
et al.(43) were unable to produce psychosis 
by administration of the semicarbazone of 
adrenochrome, and suggested that adrenox- 
ine might be the essential factor. However, 
since it is known that the semicarbazone of 
adrenochrome is relatively inactive, their 
findings do not invalidate those of Hoffer’s 
group. Still other types of hypothetical met- 
abolic errors have been described by Fab- 
ing(17), which could lead to production of 
indole-bearing hallucinogenic compounds in 
the “natural” state. Possibly of future im- 
portance in the detection of such compounds 
in body fluids are a number of procedures 
involving spiders’ webs(54), “waltzing” 
mice(45), wool protein(18), Siamese fight- 
ing fish(2) and “mystery snails”(3) which 
can be used as sensitive test objects. In alli 
of this work, obviously, there is the assump- 
tion that schizophrenia is due to a “toxin.” 
Of course, this concept is not new, and De 
Jong(11), as well as others, spent many 
years investigating “experimental catatonia” 
in animals, arriving finally at the conclusion 
that this “model” of the dread mental dis- 
order is a “General Reaction-Form of the 
Central Nervous System,” which can be in- 
duced by a host of diverse stresses, including 
ligation of the hepatic artery and porto-caval 
anastamosis. The evidence for a unitary 
“toxic factor” in the etiology or pathogenesis 
of schizophrenia is, therefore, not very en- 
couraging, but this does not exclude such a 
possibility, nor has any alternative hypothe- 
sis proved more amenable to experimental 
testing. 

Studies on the biochemical mechanisms 
that are involved in “psychic” activity have 
been given a new direction in recent years by 
the discovery that LSD-25 antagonizes the 
contractile effects of serotonin on certain 
smooth muscle preparations(20, 22, 56). 
The latter substance, 5-hydroxy-tryptamine, 
contains an indole nucleus and is found 
chiefly in blood platelets, the enteric mucosa, 
and the brain(48). That serotonin might 
play an important role in brain functioning 
was suggested by Gaddum(21) and by 
Wooley and Shaw(56) on the grounds that 
because of their serotonin-antagonistic prop- 


erties, “psychosomimetic” agents like LSD- 
25, yohimbine, and harmine may act as “‘anti- 
metabolites,” thereby producing a deficiency 
of serotonin in the brain, with consequent 
disturbance of mental function. Direct evi- 
dence of the effects of serotonin on brain 
functions has been difficult to obtain, because 
this substance is readily destroyed by amine 
oxidase(57), but intraventricular injection 
of the compound in psychotic patients is said 
to have produced increased verbal respon- 
siveness and pliability, though without 
change in thought processes( 46). Also, in a 
series of very recent studies(7, 38, 39, 40, 
49, 50) it has been shown that both sero- 
tonin and reserpine potentiate the hypnotic 
action of hexobarbital in mice, that this ac- 
tion of serotonin or reserpine is antagonized 
by LSD-2s5, that reserpine reduces the sero- 
tonin content of the intestinai tract and the 
brain in the rabbit, and that this effect is 
quite specific since it is not produced by 
morphine, scopolamine, mescaline, barbitu- 
rates, yohimbine, amphetamine, cortisone, 
chlorpromazine, or Frenquel. These investi- 
gators view their findings as indicating that 
serotonin is important in brain functioning, 
and that reserpine produces its clinical ef- 
fects by “releasing” serotonin from its bound 
form in body depots. However, whether 
such “release” corrects a presumed defi- 
ciency of serotonin in patients with mental 
disorders, or results in the removal of an 
excess of this substance, is still a moot ques- 
tion. Marrazzi and Hart(35) have shown 
that serotonin, like epinephrine, adreno- 
chrome, mescaline and LSD-25, “inhibits” 
synaptic transmission in a “transcallosal” 
monosynaptic pathway, and suggest that 
mental disorder may result from an excess 
of serotonin in the brain—a view in which 
Himwich(26) concurs, and which Wooley 
and Shaw also considered(57). Still, the 
evidence is rather inconclusive, since certain 
important facts are not accounted for by 
either hypothesis. Thus, chlorpromazine, the 
clinical effects of which are in many ways 
comparable to those of reserpine (especially 
in the management of psychotic patients), 
does not “liberate” serotonin, yet it does 
antagonize the inhibitory effects of mesca- 
line on “transcallosal” synaptic transmis- 
sion(34). Also, mescaline does not antago- 
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nize serotonin on any smooth muscle prep- 
aration, while LSD-25 does so on some, but 
not on others(22). Nor has the possibility 
been ruled out, that whatever serotonin may 
do in the nervous system, it does so through 
its vascular actions. Further work on sero- 
tonin itself, combined perhaps with the use 
of inhibitors of amine oxidase, may help re- 
solve these difficulties and establish the sig- 
nificance of this “natural” variable for “nor- 
mal” brain functioning. 

Investigations on the neurophysiological 
mechanisms of action of LSD-25 have pro- 
ceeded along two major lines, often com- 
bined; namely, its effects on the “sponta- 
neous” electrical activity of the cerebral 
cortex, and on synaptic transmission and 
excitability cycles in certain sensory relay 
and intracortical pathways. The electroen- 
cephalographic data on the unanesthetized 
cat(13), the unanesthetized, curarized rab- 
bit(42), and in man(12, 23, 14) indicate 
that LSD-25, and also mescaline(8, 53), 
produce “dysynchronization” of the EEG, 
and, in some cases, also a slight acceleration 
of the alpha frequency. Rinaldi and Him- 
wich(42) noted also, that in the rabbit the 
EEG changes produced by LSD-25 or mes- 
caline are blocked or antagonized in a spe- 
cific manner by Frenquel, a drug which, 
according to Fabing(16), blocks or antago- 
nizes the “mental” but not the “physical” 
effects of these “psychosomimetic” agents in 
man. Such a “mental-physical” dichotomy 
would seem to imply that the electroenceph- 
alographic and mental effects of these drugs 
should be highly correlated. However, con- 
comitant recording of electroencephalo- 
graphic changes and verbal reports concern- 
ing hallucinations, fantasies, illusions, etc., 
after administration of mescaline and other 
drugs, indicate that these two measures can 
often be “dissociated”(54). Other data as 
well seem to suggest that such electroenceph- 
alographic changes are quite nonspecific, and 
may reflect only certain general homeostatic 
functions of the diffuse projection systems 
(54). 

However, by use of other technics, effects 
of LSD-25 on neural activity have been dis- 
closed which appear to be more specifically 
related to the behavioral changes produced 
by the drug. Evarts and Marshall(15) dem- 


onstrated that after intracarotid injection of 
relatively large doses of this agent in the 
cat, synaptic transmission in the lateral ge- 
niculate body was blocked partially, in a 
manner similar to that produced for a brief 
period by a train of stimuli delivered to the 
optic nerve in untreated preparations. Con- 
comitantly, LSD-25 exerted no such effects 
on cortical responses evoked by stimulation 
of optic radiation fibers. Using graded doses 
of LSD-25, injected intravenously, Pur- 
pura(41) demonstrated that this drug exerts 
facilitatory effects on evoked responses in 
low doses, but inhibitory effects in higher 
doses, and that different neural structures 
vary markedly in their sensitivity to either 
effect. Particularly, it appeared that LSD-25 
exerts a facilitatory effect on synaptic trans- 
mission through specific afferent pathways at 
concentrations of the drug which produce 
inhibition in the diffusely projecting and in- 
tracortical pathways (the latter effect having 
also been demonstrated by Marrazzi and 
Hart(35). Furthermore, Purpura suggested 
that such differential effects of LSD-25 may 
be related to differences in synaptic arrange- 
ments; namely, the predominance of “axo- 
somatic” synapses in the specific, and of 
“axodendritic” synapses in the nonspecific 
sensory systems. The facilitating effects of 
low doses of LSD-25, on synaptic transmis- 
sion in the “specific” sensory pathways, par- 
ticularly the visual, appear to be in harmony 
with the facilitation of “photic driving” of 
the alpha rhythm in man, which has been 
described by Gastaut et al.(23) and Elkes 
et al.(14). However, in our studies, which 
are still in progress, this effect of LSD-25 
does not seem to be associated in an invaria- 
ble manner with the mental effects of the 
drug. 

The significance of these data is still not 
fully clarified, but they do suggest strongly 
that LSD-25 produces a profound disorgani- 
zation of the pattern of afferent corticopetal 
neural activity. Gastaut et al.(23) believe 
that the drug produces decreased “filtering” 
of incoming sensory signals, and they relate 
this change to the mental effects of the drug. 
It is tempting, however, to relate the neuro- 
physiological data rather to the effects of 
decreased variation in the sensory environ- 
ment, which, as LBexton et al.(7) have 
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shown, can produce mental disturbances in 
“normal” subjects which are very similar to 
the effects of mescaline or LSD-25. In this 
connection, Callaway(8) has offered an hy- 
pothesis which may lend itself to experi- 
mental testing. In any case, as Hebb(24) 
has pointed out, the evidence indicates that 
“normal” mental activity, including the 
ability to learn and to perceive, is dependent 
in part upon an optimal level of sensory 
stimulation. Possibly we can learn more 
about the neurophysiological aspects of these 
functions if we compare the patterns of 
effects of various drugs on learning and 
perception with their patterns of effects on 
neural organization. 

In conclusion, it may be reiterated that 
our “explanations” of the dynamics of hu- 
man behavior, “normal” or “abnormal,” are 
logical constructions based on the observed 
results of manipulating relevant variables in 
a controlled (and hence, “unnatural”) man- 
ner. Drugs can be used to detect and manip- 
ulate such variables, thus providing a means 
for testing the validity of our current “ex- 
planations.” Any drug that alters human 
behavior (for better or worse) can serve the 
purpose, but LSD-25 is the most widely 
used in “experimental psychiatry” today, be- 
cause its effects are readily reproducible, and 
some of them bear a resemblance to the 
symptoms of schizophrenia. A review of the 
evidence presently available indicates that, 
quite apart from whether such research will 
enable us to cure schizophrenia with pills or 
shots, far-reaching advances in our scientific 
knowledge of the dynamics of human be- 
havior can be expected, if this, rather than 
the immediate therapeutic aim, is set as our 
goal, and the appropriate observer-activities 
are adopted, both in the clinic and in the 
laboratory. 
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EXPERIMENTAL PSYCHOTIC STATES 


JOHN M. MAC DONALD, M.D.,) ano JAMES A. V. GALVIN, M. D.,? 
Denver, Coro. 


The production of temporary psychotic 
states by such drugs as cannabis indica, mes- 
caline, and cocaine has long fascinated not 
only psychiatrists and psychologists but also 
writers and philosophers. Although system- 
atic psychiatric research on artificial psy- 
choses dates from Kraepelin’s work in 1883, 
addicts have taken such drugs from early 
times, Cannabis indica addiction is recorded 
as early as the first century A.D. Mescaline 
was taken in the form of the cactus peyot! by 
the Indians in the Aztec era before the con- 
quest of Mexico by Cortez. The Indian use 
of mescaline to produce ecstatic hallucina- 
tory states for special religious ceremonies 
was described in 1896 by the anthropologists 
Prentiss and Morgan. One year later, an ac- 
count of a mescaline induced psychosis was 
given by Havelock Ellis(1) but his paper 
attracted little attention, probably, as Mayer 
Gross(2) suggests, because it was obviously 
regarded as the product of an artist writer’s 
wild phantasy. Very dramatic descriptions of 
experiences under the influence of drugs 
have been given by De Quincey (Confessions 
of an English Opium Eater), Baudelaire 
(Les Paradis Artificiels), and more recently 
by Aldous Huxtey (The Doors of Percep- 
.tion). A graphic account of visual hallucina- 
tions experienced during a mescaline psy- 
chosis was written by Weir Mitchell(3). 


Stars sparkled and passed away. A white spear of 
grey stone grew up to a huge height and became a 
tall richly finished Gothic tower of very elaborate 
and definite design, with many rather worn statues 
standing in the doorways or on stone brackets. As 
I gazed every projecting angle, cornice and even 
the face of the stones at their joinings were by 
degrees covered or hung with clusters of what 
seemed to be huge precious stones but uncut, some 
being more like masses of transparent fruit. These 
were green, purple, red and orange, never clear 
yellow and never blue. All seemed to possess an 
interior light and to give the faintest idea of the 


1 Assistant professor of psychiatry, University of 
Colorado School of Medicine; assistant medical 
director, Colorado Psychopathic Hospital, Denver. 

2 Associate professor of psychiatry, University of 
Colorado School of Medicine; medical director, 
Colorado Psychopathic Hospital, Denver. 


970 


perfectly satisfying intensity ard purity of these 
gorgeous colored fruits is quite beyond my power. 
All the colors I have ever beheld were dull as com- 
pared to these. 

The discovery in 1943(4) of the psychic 
effects of D-lysergic acid diethylamide, a 
semisynthetic derivative of rye ergot, has 
reawakened interest in the effects of drugs 
on the personality. The claim has been made 
that lysergic acid and other hallucinogens 
produce a schizophrenia-like state in normal 
persons. As many psychiatrists today con- 
tinue to believe that schizophrenia is based 
on a primary organic pathology, it is not sur- 
prising that research on hallucinogens has 
largely been directed toward a search for a 
possible biochemical aetiology of schizo- 
phrenia. Hoffer, Osmond, and Smythies(5), 
impressed by the similarity in the molecular 
structure of mescaline and adrenaline, in- 
vestigated adrenochrome, a metabolite of 
adrenaline. They found the adrenochrome 
produced a temporary psychotic state, but 
Rinkel and others(6) were unable to confirm 
these findings. The latter authors believe 
that adrenoxine, another metabolite of 
adrenaline, is perhaps the active agent in pro- 
ducing a temporary psychosis. Osmond and 
Smythies(7) have suggested the possibility 
that a natural error in the metabolism of 
adrenaline may give rise to schizophrenia. 

The claim that hallucinogens induce a 
schizophrenic-like state is, however, open to 
question. The mental state produced by hal- 
lucinogens will be considered on the back- 
ground of experience gained as the result of 
administration of lysergic acid to a mixed 
group of 50 psychotic and neurotic patients. 
In addition, the writers experimented on 
themselves. The use of lysergic acid in the 
clinical practice of psychiatry will also be 
reviewed. 


THE LYSERGIC ACID PSYCHOSIS 


Remarkably small doses of lysergic acid 
are required, and in some persons 0.02 mg. 
is sufficient to produce a psychosis. Psychotic 
patients are resistant to the effects of the 
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drugs and require up to 6 micrograms per 
kilogram body weight. In the present series, 
nonpsychotic patients were given I-3 micro- 
grams per kilogram body weight. The effects 
appear within 4 to 1 hour, reach their maxi- 
mum in 2 hours, and may persist for as long 
as 12 hours. Physical symptoms may include 
feeling of weakness, dizziness, palpitations, 
loss of appetite, and nausea. These symp- 
toms seldom cause marked discomfort. Physi- 
cal signs include elevation of the blood 
pressure, increased pulse rate, dilatation of 
the pupils, slurring of speech, and ataxia. 
One patient with hypertension developed 
auricular fibrillation which disappeared with- 
out treatment within 24 hours. 

The most striking feature of the mental 
state of the lysergic acid psychosis is the 
wealth of visual disturbances, which were 
present in 26 of the 50 patients examined. 
The visions have been well characterized by 
their lavish colors and more-or-less geometric 
forms, all of which are in perpetual move- 
ment. One patient described seeing Spanish 
dancers performing, another thought an at- 
tendant had horns on his head and hands 
like claws. A nurse’s face was thought to be 
covered with parallel strips of scotch tape 
while another nurse looked like Satan. In- 
tens.fication of colors is frequently noted. 
Objects perceived may seem to change their 
form. Anxiety is heightened by the blurred, 
uneven outline of buildings and faraway ob- 
jects. The floor seems to be undulating like 
ripples on the surface of a lake. The walls 
of the room appear to move backward and 
forward. A feeling of wide-open spaces may 
suddenly change to a sense of constriction as 
the walls and nearby persons seem to close 
in forbiddingly. There seems to be no limit 
to the variety of visions that lysergic acid 
can produce. Illusions similar to those seen 
in delirium are common, especially when the 
patient is in a darkened room. One of the 
writers, while attending a lecture in the 
evening, 10 hours after taking lysergic acid, 
was distracted by the sight of peacocks on 
the carpet and a small scab on the hand gave 
rise to the illusion that an insect was there. 
The peacocks and other birds on the carpet 
were recognized as false perceptions but re- 
peated attempts were made to brush the 
imagined insect off his hand. Synesthesiae, 


for example, visual hallucinations induced by 
acoustic stimuli, did not occur in the present 
series, 

Auditory hallucinations occurred for the 
first time in 7 patients, only 2 of whom 
showed psychotic (schizophrenic) symptoms 
apart from the lysergic acid experience. 
Hallucinations of smell and taste did not 
occur, although loss of sense of taste was 
commonly present. Almost one-third of the 
patients suffered severe symptoms of de- 
personalization, and these were often a 
source of much anxiety. Disturbances of 
space perception have been mentioned, Time 
perceptions may also be distorted. Time may 
pass very quickly giving rise to a striking 
sense of urgency. Every request must be at- 
tended to without the slightest delay. One 
patient thought he had been given the drug 
the previous afternoon. Conversely, time 
may pass very slowly and complaint may be 
made of a sense of timelessness. 

Sexual excitement is not usually provoked 
by lysergic acid and occurred in only 3 cases. 

Mood changes usually occur in the direc- 
tion of mild euphoria, especially in the early 
stages. Patients may make facetious re- 
marks or laugh for no apparent or for in- 
adequate reason. Yet, paradoxically, the 
patient’s statements of well-being or even ec- 
stasy may be accompanied by an appearance 
suggestive of an acute anxiety state. There 
may be wringing of the hands, restlessness, 
or a tense, nervous attitude with a facial ex- 
pression of great apprehension and fear, The 
mood though usually euphoric may fluctuate 
considerably and the patient may become 
irritable, anxious, fearful, or depressed. 
Anxiety is commonly present at intervals 
during the lysergic acid experience and in 
some cases is the predominant affect. Rarely 
the mood throughout may be one of depres- 
sion. Two depressed patients developed se- 
vere stupor and in one this persisted until 
terminated with electrotherapy. Behavior is 
related to the underlying emotional state. 

Increased pressure of speech was noted in 
more than half the patients while a reduction 
in speech was present in about a third. Sev- 
eral patients either did not speak at all or 
made only brief replies to impersonal ques- 
tions. At the height of the psychosis several 
patients appeared reluctant to discuss their 
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experiences. One of the writers found the 
phantasy world so entertaining that he be- 
came impatient when asked to describe it. 
The experience was too satisfying and the 
time too precious to be spent in describing 
this state of ecstasy. He felt he was floating 
in space, his mind separated from his body, 
and that he was passing the observers by in 
space. Furthermore, he thought that the ob- 
servers, too, were participating in this experi- 
ence and that it was, therefore, pointless to 
answer their questions. Several patients com- 
plained that their thoughts would suddenly 
disappear. Perseveration, flight of ideas, in- 
creased distractibility with impairment of 
concentration, difficulty in grasping the 
meaning of complex statements and inco- 
herence were features of the thought dis- 
orders present. These symptoms varied in 
degree from one patient to another but were 
more prominent when large doses of lysergic 
acid were employed. Paranoid ideas were 
common, even in patients who had not previ- 
ously shown paranoid symptoms. Frank 
paranoid delusions rarely occurred except in 
paranoid schizophrenic patients. One such 
patient relived a battle scene on Guadalcanal. 
He thought he was being attacked by the 
Japanese and he smashed several pieces of 
furniture protecting himself from his imag- 
ined enemies. 

Of the 50 patients examined, 21 showed a 
state of clear consciousness; 12 showed, at 
times, slight confusion, but were able to con- 
centrate effectively when special effort was 
demanded; 11 showed slight confusion 
throughout; 3 showed gross confusion, and 
3 were stuporous. Clouding of consciousness, 
when present, varied in degree and was char- 
acterized by disorientation, impaired concen- 
tration and attention, incoherent thinking, 
and difficulty in grasping the meaning of 
simple statements. Symptoms suggestive of 
a toxic organic state have been reported by 
others(4, 8, 9, 10). The lysergic acid psy- 
chosis may be terminated by intramuscular 
injection of Thorazine or intravenous injec- 
tion of sodium amytal. 

Some caution is indicated before drawing 
the conclusion that lysergic acid induces a 
schizophrenia-like mental state. In both ly- 
sergic acid psychosis and acute schizophrenia, 
patients experience symptoms foreign to 


their previous life experiences. In both dis- 
orders, patients find difficulty in describing 
their peculiar feelings and experiences. It 
does not, however, necessarily follow that 
their strange experiences are identical. The 
low incidence of auditory hallucinations in 
the lysergic acid experience is in striking con- 
trast to their high incidence in schizophrenic 
patients. Furthermore, while visual hallu- 
cinations may occur in schizophrenia, they 
do not frequently occur nor is it usual to find 
the wealth of abnormal visual perceptions 
that are such a striking feature of the lysergic 
acid psychosis. The frequent occurrence of 
visual hallucinations and illusions is sugges- 
tive of an acute delirious state, and Stoll(4) 
is of the opinion that lysergic acid induces an 
intoxication of the acute exogenous reaction 
type. The wide variation in clinical pictures 
that may be induced by lysergic acid is com- 
parable to the variation seen in delirious 
states. This variation is related to the vary- 
ing personality and psychological conflicts of 
the patients tested. In general, the psychotic 
patients responded to lysergic acid by becom- 
ing more psychotic with accentuation of their 
previous symptomatology. Fresh symptoms, 
when they appeared, were consistent with 
the previous diagnosis or suggestive of a 
clouded state. Nonpsychotic patients re- 
sponded to lysergic acid by showing an exag- 
geration of their personality trends. Thus 
schizoid or cyclothymic traits were seen in a 
more intensified form or even in caricature. 
Once again clouding of consciousness some- 
times complicated the picture. It is of inter- 
est to note the reported reactivation by ly- 
sergic acid of the original psychosis, whether 
it be depression or schizophrenia, in patients 
whose symptoms have previously been re- 
lieved by lobotomy. Previous experience 
with mescaline is pertinent. When this drug 
was administered to schizophrenic and de- 
lirious patients, it was found that the schizo- 
phrenics differentiated mescaline hallucina- 
tions from their endogenous sensations 
whereas delirious patients did not. 

It is significant that in the lysergic acid 
psychosis profound psychic changes may take 
place with relatively clear consciousness. It 
would appear that lysergic acid psychosis is 
not identical in form with any of the known, 
naturally occurring psychoses. The resem- 
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blance to a toxic delirious state is greater 
than the resemblance to schizophrenia. 

Clinical experience with hallucinogens pro- 
vides an insecure foundation for a search for 
a biochemical origin of schizophrenia. On 
the other hand, hallucinogens may well prove 
valuable in the further study of the psycho- 
logical nature of psychotic processes. 


HALLUCINOGENS IN THERAPY AND DIAGNOSIS 


Guttman and MacClay(11) recommended 
mescaline for the treatment of depersonaliza- 
tion. The results have been disappointing as 
mescaline is able to improve only temporarily 
depersonalization symptoms insofar as they 
consist of changes in the surroundings (de- 
realization) but not of the self. Mescaline 
and lysergic acid have also been used to 
facilitate recall of repressed memories par- 
ticularly past infantile experiences. Sandi- 
son(12) claims that lysergic acid is unique 
in that the recovery of repressed childiiood 
memories is associated with a change of body 
image so that the patient feels he is trans- 
formed into the child he was at the time of 
the traumatic experience. According to 
Sandison, the patient can actively describe 
the age at which he feels himself to be and 
relives with extraordinary clarity events of 
emotional significance which occurred at that 
age. Certainly hallucinogens do aid in the 
recovery of repressed memories and thera- 
peutic abreaction of past events may be en- 
couraged. In the present series of cases, the 
clinical impression was that lysergic acid 
compares unfavorably with intravenous so- 
dium amytal as a means of eliciting repressed 
memories. In § patients subsequent use of 
sodium amytal was more effective in this 
regard. 

Lysergic acid like other drugs may act as 
an agent of suggestion. Sloane and Lovett 
Doust(13) report that a healthy person who 
was under the false impression that he had 
been given lysergic acid complained of de- 
pression, lability which he likened to alcohol 
intoxication, restriction of the lateral fields 
of vision, slight deafness, dulling of smell, 
feelings of pressure and fever, loss of libido 
and of sense of time combined with difficulty 
in thinking and finding correct words! As 
an aid to suggestion, lyserg.: acid has obvious 
drawbacks. 


Cattell(14) reported unfavorably on the 
use of mescaline in therapy : 

In our material some release of formerly re- 
pressed ideation and affect was noted, but this was 
fragmentary, unpredictable and did not prove useful 
to the patient. The nature of the mescaline situa- 
tion precluded the development of transference phe- 
nomena in most instances, thus obviating the pos- 
sibility of analyzing these. The usual drug free 
defence mechanisms and resistances were altered 
in the direction of simplification. Therefore, analysis 
of these, even if possible, might not be particularly 
pertinent. There is no indication that mescaline 
can serve any useful therapeutic end as employed in 
the present study. 


Lysergic acid frequently relieves depres- 
sive symptoms temporarily but it has not 
proved of value in the treatment of depres- 
sion. Sandison(12) reports that lysergic 
acid is of value in the treatment of obses- 
sional neurosis. Doses of 25. to 400 micro- 
grams were given from 6 to 40 times in 
combination with skilled psychotherapy. 
These results have not yet been confirmed by 
other workers and it is difficult to assess the 
relative importance of the lysergic acid and 
the psychotherapy in Sandison’s cases. 

Drugs that induce a temporary psychosis 
would need to have undoubted therapeutic 
effects, not possessed by other drugs or 
somatic therapies, before they would be 
generally accepted in psychiatric practice. 
Satisfactory evidence of such therapeutic 
properties has not yet been demonstrated. 

Although lysergic acid sometimes accentu- 
ates the clinical picture it was not of value 
in aiding differential diagnosis. 


PERSONAL EXPERIENCE OF LYSERGIC ACID 
PSYCHOSIS 


The self-administration of lysergic acid 
or other hallucinogen by the psychiatrist is 
an instructive but painful experience. Weir 
Mitchell, following a mescaline intoxication, 
feared that the temptation to call again the 
enchanting magic of the experience would be 
too much for some men to resist. Not every- 
one who has experienced a drug-induced 
psychosis would share his opinion. Without 
danger, the psychiatrist may experience hal- 
lucinations, illusions, depersonalization, and 
other symptoms that he sees in his patients. 

Fluctuation in insight was an alarming ex- 
perience following the self-administration of 


4 
= 
os 


974 


EXPERIMENTAL PSYCHOTIC STATES 


a relatively large dose (goo micrograms per 
kilogram body weight). At the height of the 
psychosis, insight was lost, yet, apart from 
symptoms of depersonalization and derealiza- 
tion, the experience was neither frightening 
nor unpleasant. There then occurred brief 
periods of awareness of the origin of the 
symptoms. An attempt would be made to 
pass on this new insight to others present, 
but before the explanation could be com- 
pleted, the subject became aware of a loss of 
grasp of the situation. The resultant feeling 
of perplexity and anxiety would be height- 
ened by the sudden appearance of alarm and 
concern on the faces of bystanders. Then 
insight would be lost completely and the 
feeling of anxiety would disappear at the 
same time. This cycle of events was repeated 
many times before insight returned perma- 
nently. Although each cycle was, in fact, very 
brief, subjectively it seemed prolonged be- 
cause of severe distortion in time perception. 

The period of partial insight with its ac- 
companying severe anxiety may be analogous 
to the acute anxiety seen in schizophrenics 
who temporarily are experiencing a period 
of doubt as to the reality of their delusional 
world, 

During periods of great anxiety the pres- 
ence of familiar faces or the perception of 
nurses in uniform or white-coated physicians 
frequently served to dispel the anxiety and 
favor a return to reality. The reassuring 
effect of these persons was of course lost 
when they appeared alarmed or concerned 
themselves. On occasion, some members of 
the staff would enter the room for some pur- 
pose not concerned with the experiment, and 
their activity, whether to obtain some medica- 
tion or syringe from the medicine cabinet, 
served to increase anxiety. These experi- 
ences may have some value in regard to the 
treatment of a near-panic state in an acutely 
ill psychotic patient. 

Another physician present during the 
earlier part of the test made the following 
observations : 

The subject was sitting in a chair and showed 
trembling of the lips, dilatation of the pupils, 
perspiration on the hands and face, and seemed 
generally to be verging on a panic state. However, 
any suggestion that such was the case met with 
denial. In fact, he maintained that he was in a state 
of bliss and that no one could possibly understand 


the wonders that he was going through. He seemed 
to be acutely conscious of his tenuous grasp on 
reality and he would grasp the wooden sides of the 
chair, as if to reassure himself that they were really 
there and to evaluate just what part they played in 
his environment. He would grasp the dictaphone 
handle in order to prove to himself it was real. He 
remarked often that he was above everyone else in 
space, He looked out of the window and described 
a nearby building as merging into itself and floating. 
He seemed anxious to have people around him and 
there seemed to be a childlike fear of being alone. 
He became disconcerted when everyone in the room 
stopped asking him questions and he appeared to 
be going farther from reality at these times. At 
first, when questioned directly about thoughts or 
impressions, he talked about his feelings of bliss 
but later became evasive and uncommunicative. 


The following record is a description of 
the lysergic acid experience of one of the 
writers : 


} was very anxious before the experiment. The 
solution of lysergic acid tasted bitter. After 20 
minutes, I began to feel a little drunk, sligtly dizzy. 
An alcohol sponge box lay open on the table 2 feet 
away from my face, and I sensed an unpleasant, 
acrid smell of alcohol. The unpleasant sensation re- 
mained after I closed the box. 

The floor was made of plastic tiles, of a solid 
background color, with an irregular, colored over- 
lay pattern. These colors, green and red, began to 
shift about and move, rather like a kaleidoscope. 

During these initial experiences the anxiety be- 
came frightful. I had the sensation of waves of 
anxiety, during which I could not speak, but only 
wait for the wave to pass. I felt as if I were shiver- 
ing like a wet dog, but was surprised, when I looked 
at my hands, to see that they were not trembling nor 
sweating and that their color was normal. 

Continuing to look at my hands, I felt they were 
changed. They belonged less to me. They were 
elongated, and I thought of hands painted by EI 
Greco, I was startled to discover that I could move 
one of those thumbs. 

I sat in a chair, did not move, and spoke in a 
fairly connected and correct way, although rather 
more carefully than usual. Throughout the experi- 
ment, I had a strong wish to control my behavior, 
not to act or speak in an abnormal way. I, therefore, 
attempted to limit myself to experiencing halluci- 
nations, primarily visuai and describing them aloud. 

For some time after the floor patterns began to 
move, other objects were normally perceived. I 
walked, when asked to do so, with normal coordina- 
tion. I did not want to walk, however, for fear 
of incoordination. Later, the walls began to move, 
waving back and forth as if they were curtains 
being blown by a wind. 

I took great comfort, throughout the experiment 
in seeing and hearing the physician, a friend, who 
was conducting the experiment. I was also very 
pleased when a nurse, whom I like and respect, 
came briefly into the room. I controlled the wish 
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to embrace her, or to tell her that I liked her. On 
the other hand, when another woman, whom I dis- 
like, came into the room, and dawdled out of 
curiosity, I was very irritated, and had to control the 
wish to say something abusive to her. I was much 
more aware of my old reasons for disliking her than 
of the current irritation. 

During the experiment, it seemed to me that I 
could stop an hallucination or a misperception, by 
fixing my eyes on certain objects. These tended to 
be linear, as the edges of the floor tiles or the legs 
of a table. 

During most of the period of intoxication, my 
time sensation was badly distorted. During the acute 
hallucinatory episodes, I had the feeling that they 
had lasted for hours. I was, however, able to correct 
this misconception. When asked by the experi- 
menter, I was able to approximate the actual time. 
This was done by a process of remembering real 
things that had happened, such as remarks made, or 
movements in the room, and then estimating how 
long these would take, thereby arriving by this 
cumbersome way at a fairly accurate evaluation of 
real time. 

The first frank hallucination was of a 3-dimen- 
sional chess board, made of clear plastic, and con- 
taining some pieces. The pieces seemed to be 
knights, but then I could see clearly that the tops of 
the pieces were in the form of roosters’ heads, 
brilliantly feathered, with the beaks somewhat 
menacing. 

When an hallucination appeared, I lost all per- 
ception of the room in which I was, and the things 
in it. Sometimes, but not always, I closed my eyes. 
I had a sensation (or perhaps a secondary elabora- 
tion, a kind of dream-work) that I was physically 
leaving the room and traveling to the place of the 
hallucination. 

I had repeatedly the hallucination of a “feathered 
tapestry.” Even in the intoxication, I compared this 
tapestry to the feathered cloaks of Inca nobles, and 
to the breast of a pheasant cock. The tapestry was 
repeatedly described as being composed of a back~- 
ground of interwoven brown feathers, perhaps 
pheasant feathers, in which could be seen “jeweled 
highlights” of red, blue, and green. This screen was 
perceived with considerable pleasant affect. I com- 
plained very bitterly of extreme anxiety during the 
intoxication. With the anxiety, I felt very chilly. 
At the times when I was seeing the feathered screen, 
the anxiety was reduced and I spoke of a feeling of 
warmth, affection, and comfort. 

Later, in associating to the experiences of the in- 
toxication, I thought of the feathered tapestry as a 
possible dream screen (Isakower phenomenon). 
During the intoxication, I perceived the feathered 
tapestry preceding other visual hallucinations of 
much greater complexity and with apparently more 
content. I could not see the feathered tapestry as a 
background for the other hallucinations. There 
was, nonetheless, in the other visual hallucinations, 
as a kind of constant theme, the same brown hue 
seen in the feathered tapestry. Two further asso- 
ciations may be mentioned. One is that I was cared 
for in early infancy by a Negro nurse for whom 


I maintained, until the present day, considerable 
affection. Secondly, because of some unusual cir- 
cumstances in my current life situation, my family 
being away, my house was in the hands of a Negro 
housekeeper who was, at the time of the lysergic 
acid experiment, giving me my meals, and other- 
wise taking care of domestic duties. 

There was then a series of hallucinations during 
which I was in a distant, ancient land, surrounded 
by people, domestic animals, and normal vegetation. 
In all of these I felt that there was some problem, 
some piece of work, in which, under my leadership, 
we were all engaged. Once it was getting a large 
cart, with two crude wooden wheels, up the bank 
out of a streambed. In another, people were storing 
away the harvest, with a feeling of extra urgency, 
as if an invader were expected. In still another, a 
band of 20 men, armed with bows, axes, and 
swords, were going through a wood, either to war 
or to hunt. Another hallucination was of an oasis, 
with white-roved Arabs, wearing white fezzes. The 
point of departure for this, about 2 hours after the 
experiment was begun, was the white coat of the 
experimenter. 

In these hallucinations, there were details which 
I knew, after recovery, to be bizarre. In that coun- 
try at that time,-wool and linen were the common 
materials for clothing. The men I saw wore a 
great deal of leather. Fezzes are not white. 

At various times, emotional complexes such as 
loneliness, fear, courage, responsibility, sadness, and 
pity were strongly felt. These seemed, in the in- 
toxicated state, not to have the usual values, not to 
be compelling, and not to require behavior based 
upon them. 

The recovery period was also painful. I was 
much preoccupied with thoughts of recovery from 
the intoxication. Wishes to be free of it alternating 
with great fear of being unable to recover from it 
combined to make a most unpleasant period of the 
experience. I wondered whether there were not 
some antidote to terminate the intoxication. Some- 
what later when the most dramatic aspects of intoxi- 
cation were over, I was concerned with real life 
responsibilities. In fact, there was no problem that 
demanded my immediate attention but I seized upon 
several which would demand my attention in the 
next few hours or the next day, and was extremely 
fearful that I might not be sufficiently recovered 
when the time of need came, to deal adequately 
with these problems. 


CONCLUSIONS 


The use of drugs such as mescaline and 
lysergic acid diethylamide for the experi- 
mental production of temporary psychotic 
states continues to offer unique opportunities 
for further research. The discovery that a 
metabolite of adrenaline induces an experi- 
mental psychosis suggests the possibility that 
an error in adrenaline metabolism may be an 
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etiological factor in some naturally occurring 
psychoses. Experimental psychoses, how- 
ever, are not identical in form with any 
naturally occurring ones although there is 
resemblance to delirium and, to a lesser 
extent, to schizophrenia. 

Lysergic acid does not possess therapeutic 
value sufficient to justify its use in psychi- 
atric practice other than on an experimental 
basis. As a means of releasing repressed ma- 
terial, it is less effective than intravenous 
sodium amytal. Self-administration of an 
hallucinogen by the psychiatrist permits sub- 
jective experience of psychotic symptoms. 
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CONTRIBUTIONS OF ANTHROPOLOGY TO PSYCHOSOMATIC 


MEDICINE 


M. F. ASHLEY MONTAGU, Princeton, N. J. 


“It seems that most psychiatrists, physiologists, or social scientists are too deeply 


specialized and immersed in their own disciplines to be able to observe accurately the 
relationships or bridges to other disciplines involved in studying co-variables. Each, 
however, should indicate when and where his observations lose their sharpness and 
when other specialists at different positions in the total field are necessary.” 


The advent of psychosomatic medicine as 
a formal branch of medicine may be dated 
from the publication of Flanders Dunbar’s 
Emotions and Bodily Changes in 1935. The 
growth, development, and pervasive influ- 
ence of psychosomatic medicine upon medi- 
cine as a whole has been truly spectacular. 
Anthropologists have from the first been 
among the most sympathetic students and 
supporters of psychosomatic medicine. An- 
thropologists had known for many years, 
from observations made in the field on non- 
literate peoples, that feelings and somatic 
functions were closely interrelated. Indeed, 
when examples of such relationships were 
published in the ‘twenties the “stories,” as 
they were called, were frankly disbelieved. 
The phenomenon of “Voodoo death” is a case 
in point. A man finds that he has broken a 
tabu the punishment for which is inevitable 
death. Up to the moment of this discovery 
he was in excellent health, but from that 
moment he wastes away and in a short time 
dies. Under special circumstances, such as 
the dispensation of the chief or the skill of a 
medicine-man, the process of dying is re- 
versible, and what have appeared as miracles 
to white doctors who have been unable to do 
anything for the condemned victims, have 
been achieved in a few minutes by the prop- 
erly qualified medicine-man. Cannon(7) has 
beautifully described the physiology of ‘‘Voo- 
doo death,” and many studies since, particu- 
larly those of Selye(67, 68), have further 
illuminated the nature of the psychosomatic 
relationships involved. 

While the anthropologist did not understand 
the nature of these relationships, he had no 
doubt as to the reality of “Voodoo death,” 
but what is more important than that: as a 
student of the group rather than of the indi- 
vidual the anthropologist understood why the 
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phenomenon must be a real one even though 
he might not understand how it came about 
that it was. In other words, being familiar 
with the organization of the group and its 
ideology, the anthropologist could understand 
why certain acts should lead to certain other 
acts, without necessarily being able to give a 
description of the physiological changes in- 
volved. The anthropologist could point to 
the obvious relationships, it was up to the 
physiologist to analyze them and demon- 
strate their psychosomatic meaning. 

It is because the anthropologist deals with 
peoples whose psychosomatic functions have 
been culturally organized in differing ways 
that it has become a good general rule for 
those who are in any way interested in hu- 
man beings to adopt the slogan: Where the 
anthropologist indicates a relationship, it is 
well to pay attention. Of not altogether un- 
psychosomatic relevance in this connection 
is the fact that our whole conception of the 
physiology of puberty, nubility, and repro- 
ductive development has been developed in 
recent years in great part as a result of the 
claims of field anthropologists that unmar- 
ried postpubertal girls in nonliterate so- 
cieties hardly ever have babies even where 
premarital sexual intercourse is the rule. 
Since our dictionaries have always insisted 
upon the fact that puberty is the age at which 
a girl becomes capable of procreation, this 
constituted another of those anthropological 
“stories” which it was difficult to believe. It 
outraged common sense and it outraged the 
laws of nature. But the fact is that too many 
independent anthropologists kept on return- 
ing from the field with similar stories. It was 
not, however, till the publication of Malinow- 
ski’s The Sexual Life of Savages(38) in 1929 
that the problem of “adolescent sterility” was 
brought more widely to the attention of 
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physiologists(22, 23). Experimental work 
on mice(14, 46) and on monkeys(21, 22, 23) 
showed that “puberty” was by no means 
characterized by a particular physiological 
change, but that it was in itself a complex 
step-like process involving many physiologi- 
cal events which do not normally prepare the 
organism for procreation until other physio- 
logical events have transpired. In the mon- 


key it was shown that the earliest postpu- 


bertal cycles were usually anovulatory (22, 
23), and it was reasoned that this was prob- 
ably so in postpubertal human females(22, 
48, 49). Laqueur(37) subsequently demon- 
strated the anovulatory cycles in the post- 
pubertal human female, and the whole prob- 
lem was subsequently worked out for the 
human female by Montagu(51, 52). As a 
result of this work it was subsequently shown 
that the same phenomenon occurred in birds 
(59), and was for the first time demonstrated 
in a male mammal by Webster and Young 
(72) in 1951. 

This interstimulation of anthropologist and 
physiologist has resulted not only in the 
undertaking of much important research, 
but in an increased understanding of many 
problems in such fields as psychology, soci- 
ology, forensic medicine, medical hygiene, 
and psychosomatic medicine. Alexander(1), 
for example, suggests that if the period of 
adolescent sterility takes a long time in non- 
literate cultures in which psychosexual de- 
velopment does not pass through periods of 
repression and latency, it might be expected 
that the period of adolescence (and the com- 
pletion of physiological maturity) would take 
even longer in Western cultures “where the 
goal of sexual maturation can be achieved 
only through the reconciliation of the sexual 
drive with all other functions of the per- 
sonality.” The evidence, on this point is, as 
a matter of fact, far from clear and is com- 
plicated by many factors. For example, for 
whites almost everywhere the average ado- 
lescent sterility interval is about 3 years, but 
among the Dap (a nonliterate people living 
on Wogeo, one of the northernmost of the 
Schouten Islands in the Territory of New 
Guinea) the average adolescent sterility in- 
terval is about 54 years(25), while among 
the Himalayan Lepchas(16) it appears to 
be about 9 years! There is obviously here a 
rich field for psychosomatic research, and it 


is much to be hoped that students of psycho- 
somatic medicine and anthropologists will in- 
creasingly collaborate upon the solution of 
such problems, not merely in order to solve 
them but for the light which their investiga- 
tion will undoubtedly throw upon psychoso- 
matic relationships at present obscure. 

It perhaps needs to be recalled that our 
understanding of the adolescent period itself 
has been virtually completely revolutionized 
by the work of field anthropologists begin- 
ning with Mead’s(39) demonstration of the 
absence of those stresses and strains of both 
emotional and somatic nature which, in 
Western cultures we had taken for granted 
as natural accompaniments of the process of 
“adolescing.” On the contrary, it was effec- 
tively shown that such stresses and strains 
were largely the consequence of cultural 
factors peculiar to particular societies. 

Numerous anthropological studies of non- 
literate peoples have now substantively 
demonstrated the overweening importance of 
cultural factors in the psychosomatic, as well 
as psychosocial, development of the person. 
And, indeed, among the most important of 
the contributions which the anthropologist 
has to make toward the deepening and more 
effective understanding of his problems and 
their treatment, is the concept of culture. 

The meaning of culture has become fairly 
widely understood as a result of the popu- 
larity of the writings of Mead(39, 40, 41, 
42) and Benedict(5), to mention but two of 
the most widely read anthropologists. Dur- 
ing recent years the concept of culture has 
itself formed the subject of monographic 
study(35, 36, 76), and, of course, culture 
forms the matrix of every work on anthro- 
pology. The psychosomatic investigator is 
interested in the person, the anthropologist 
is interested in the group which produced the 
person, and it is at this nexus that psychia- 
trist and anthropologist can be of the greatest 
help to each other. As Mead(44) recently 
put it, “This relationship between the psy- 
chiatrist’s data on how a given patient is 
handling himself in the world and the an- 
thropologist’s data on how a given group of 
people is handling their lives in the world is 
the first step in interaction between the two 
disciplines.” Since culture is prior to the 
person, and, indeed, the organism becomes 
a person principally as a direct effect of the 
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cultural stimulation and organization which 
his inherent potentialities and his acquired 
behaviors undergo, it becomes of the first 
importance to understand the nature of the 
culture or cultures in which the person was 
culturalized if one is to understand the per- 
son. Among psychosomatic investigators 
Flanders Dunbar(12) was the first to realize 
this in the detailed technique she recom- 
mended for taking the psychosomatic history 
of the patient. But the very virtues of those 
recommendations provide a measure of the 
progress which yet requires to be made by 
students of psychosomatic medicine in the 
genuinely comprehensive study of the pa- 
tient as a person. 

Those regularities of behavior (excluding 

those inborn) that characterize the members 
of a particular society(3) are what the an- 
thropologist recognizes as culture. Kluck- 
hohn( 33) has offered an account of the an- 
thropological meaning of culture which 
would, I believe be acceptable to most an- 
thropologists. 
By “culture” anthropology means the total life-way 
of a people, the social legacy the individual acquires 
from his group. Or culture can be regarded as that 
part of the environment that is the creation of 
man. . . . The general abstract notion serves to re- 
mind us that we cannot explain acts solely in terms 
of the biological properties of the people concerned, 
their individual past experience, and the immediate 
situation. The past experience of other men in the 
form of culture enters into almost every event. 
Each specific culture constitutes a kind of blueprint 
for all of life’s activities. 


From the viewpoint of the anthropologist, 
and of the holistic student of the behavior 
of human beings, the point is precisely that 
“we cannot explain acts solely in terms of 
the biological properties of the people con- 
cerned,” that any comprehensive study of 
the person must involve not only his biologi- 
cal properties, his individual past and present 
experience, but also that of the past and 
present experience of human beings that we 
call culture. In a valuable paper on an- 
thropology and psychosomatics Henry (24) 
defines culture as the acquired response sys- 
tems of the individual or group, and goes on 
to say that “from the anthropologic point of 
view psychosomatics may be considered an 
aspect of the study of the response systems 
acquired by Homo sapiens during domesti- 
cation.” This is a helpful statement because 


it emphasizes the fact that man is a domesti- 
cated creature, and, what is more to the point, 
a self-domesticated creature, whose forms of 
domestication assume a large and changing 
variety of cultural pressures. It is entirely 
through the operation of these cultural pres- 
sures that the organism born Homo sapiens 
learns to become a functioning human being. 
The greater part of what Homo sapiens does 
as a human being he has to learn. This being 
so it then becomes true to say that Homo 
sapiens as a human being is to a very large 
extent what he learns, what he learns to be 
as an organism. 

It should, then, be unequivocally clear that 
the psychosomatic study of the patient in- 
dispensably involves the study of the manner 
in which he learned to be what he has be- 
come. The recognition of the fact that the 
person is at least as much a product of the 
culturalization process as he is of his genes 
should render it an obligatory and funda- 
mental part of the study of the patient. At 
this level the anthropologist’s association 
with, and frequent involvement in the work 
of, the geneticist(50) enables him to bring 
a much needed balance to the conceptions of 
both “heredity” and “constitution” which 
have for so long been used or rather mis- 
used in medicine. The notion that “heredity” 
determines one’s “constitution” and that 
“constitution” determines one’s fate, has 
long been a canon of medical thought. The 
idea that biological heredity determines what 
one is, is closely related to the idea which 
was held by many earlier biologists that 
heredity determines the characters or traits 
of the organism. But the carriers of biologi- 
cal “heredity” are the genes, and genes de- 
termine not characters or traits, but the re- 
sponses of the developing organism to the 
environment(9). What the organism Homo 
sapiens inherits is a biological genotype and 
a complex of internal and external environ- 
ments in the matrix of which the genotype 
undergoes development. There is no such 
thing as a genotypic development per se, but 
as Boas(6) pointed out long ago “every 
genetic type appears under certain environ- 
mental or physiological conditions, and . . . 
in this sense we are always dealing with the 
physiological form of a certain genetic type.” 
The environments which a human being in- 
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herits are just as much a part of his heredity 
as are the genes that he inherits: the person 
is the expression of the interaction of both. 
The environment is, of course, whatever 
stimulates the organism. Heredity is by no 
means equivalent to predestination, and since 
the expression of heredity is a functicu of 
environment, heredity is to a certain extent 
subject to human control. By modifying 
the environment we can modify heredity. 

In any society, therefore, in which there 
appear to be a large number of “hereditary” 
dysfunctions or dysfunctions of a functional 
nature, upon this view of the nature of 
heredity (and of constitution) the indications 
would be to turn our attention to society as 
the patient(15), for the culture of the per- 
son is a major aspect of his heredity(31). 
Here the anthropologist becomes the indis- 
pensable associate and collaborator of the 
psychiatrist. As a student of culture the an- 
thropologist has become uniquely sensitized 
to the effects of varying culturalization proc- 
esses upon human beings in different socie- 
ties. With the psychiatric sophistication 
which, in recent years, anthropologists have 
brought to the study of cultures in different 
parts of the world, including the cultures of 
the western world(20, 34, 45, 65), the an- 
thropologist is able to draw the psychiatrist’s 
attention to the areas of stress and strain in 
culture which may produce stress and strain 
in the patient. Working together psychiatrist 
and anthropologist would complement each 
other, the anthropologist providing the his- 
tory of the culture and its stress and strain 
points, as well as a similar history of the par- 
ticular patient insofar as his segment of the 
culture in general is concerned. This would 
involve, of course, a study of the patient’s 
family(58), as well as a study of the phy- 
sician(s) in relation to the patient(71). The 
anthropologist working with the psychiatrist 
and the patient would be able to take an 
objective view of them both which should 
prove extremely helpful to psychiatrist and 
patient. 

At the present time there are perhaps no 
more than half a dozen psychiatric depart- 
ments in our medical schools that have an 
anthropologist on the staff. It is too early to 
report the results of this new development, 
but it can be said that in every case known 


to the writer the arrangement has proved a 
most beneficial one, and the first collabora- 
tive works of psychiatrists and anthropolo- 
gists are just now beginning to come from 
the press (Ruesch and Bateson, 1951 ; Men- 
ninger and Devereux, 1952; Kluckhohn and 
Murray, 1948, 1953; Ruesch and Loeb, 1948; 
Caudill and Redlich 1952; Simmons and 
Wolff 1954). 

The problems and needs of psychiatrists 
as set out in the admirable volume Mental 
Health in Modern Society, by Rennie and 
Woodward(57) cannot be adequately solved 
or met without the assistance of the anthro- 
pologist, for those problems are essentially 
cultural in origin, and it is for this reason 
that the anthropologist should form a part of 
the clinical team of the psychiatrist in much 
the same way as the clinical psychologist and 
the biochemist are members of that team. 
The study of personality in culture is what 
one is studying when one investigates the 
behaving human organism, it inevitably fol- 
lows that a psychiatric team investigating 
human beings without benefit of an anthro- 
pologist is lacking in perhaps its most im- 
portant dimension. 

The relationships between psychiatry, 
psychosomatic medicine and anthropology 
have been frequently pointed out in recent 
years(8, 24, 31, 32, 43, 44, 53, 69) and 
there are few diehards on either side who 
need convincing that the data of psychiatry 
and anthropology overlap extensively ; how- 
ever, it may be useful to set out specifically in 
what ways the anthropologist can contribute 
to the development of psychosomatic medi- 
cine, how he can cooperate with the psy- 
chiatrist and help to serve the patient both 
in the form of the person and of society 
increasingly better. 

By bringing his knowledge of the com- 
parative study of cultures to bear upon the 
problems of the psychiatrist the anthropolo- 
gist can indicate where the cultural origins 
of many conditions and even some symptoms 
are to be looked for. He can thus point to 
areas of the culture which require some sort 
of change, and while such change may not be 
immediately possible upon the larger scale, 
it can often be brought about upon the 
smaller segmental scale in which the patient 
is involved with the possibility of accruing 
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benefit to him. Rennie and Woodward(57) 
have said that: 


In dealing with social and mental health problems 
we act somewhat like the patient who bails the 
bucket without turning off the tap. We keep on 
spending sixteen to twenty billion dollars a year on 
police departments, courts, and prisons without 
getting at the sources of social pathology. 


This is certainly an area in which the an- 
thropologist can be of the greatest assistance, 
for the weaknesses of our social organization 
and the incompatibilities of our mores, as 
well as the burden of conflicts which per- 
sons in our culture have to bear, and so fre- 
quently collapse under, the anthropologist 
can perhaps see more clearly than anyone 
else from his vantage point of the compara- 
tive study of other cultures. Furthermore, 
he will generally be in a position see not only 
what is wrong, but how it has come about 
that it is so, and what the indications are for 
action. The achievements of anthropology 
applied in government, industry, and other 
social problem areas during the last 15 years 
are not unimpressive(26, 35, 70). 

In a recent appraisal of psychosomatic 
concepts Grinker(18) writes: 
“Psychosomatic” connotes more than a kind of ill- 
ness ; it is a comprehensive approach to the totality 
of an integrated process of transactions among 
many systems ; somatic, psychic, social, and cultural. 
It deals with a living process that is born, matures, 
and develops through differentiation and successive 
stages of new forms of integration of parts and 
other wholes. It deals with stresses, strains, and 
adjustments, with acute emergency mechanisms, dis- 
integrations, and chronic defensive states or disease. 
In fact, “psychosomatic” refers not to physiology or 
pathophysiology, not to psychology or psychopathol- 
ogy, but to a concept of process among all living 
systems and their social and cultural elaborations. 
[Grinker goes on to add] It has often occurred to 
me that we would have fared better if we had used 
the term “behavioral science,” which implies psy- 
chosomatic or comprehensive approaches. It deals 
with man as a biological organism striving as part 
of his animal, human, and physical environment for 
continuity and self-fulfillment as an individual, as 
he integrates into varying-sized groups. 


Throughout his book Grinker shows his pro- 
found understanding of cultural factors in 
the development of the person, and the 
passages I have just quoted are not only en- 
tirely acceptable to the anthropologist but 
once more underscore the necessity of the 
anthropologist on the psychiatric or “be- 
havioral science” team. 


The transactions between the organism 
and the environment are processual. Grinker 
emphasizes this, and I have elsewhere( 53) 
described “constitution” as a process, the 
sum total of the structural, functional, and 
psychological characters of the organism, the 
integral of genetic potentialities influenced in 
varying degrees by internal and external 
environmental factors. It is in the micro- 
scopic analysis, as it were, of many of these 
elements, but particularly the cultural, that 
the anthropologist can be of the greatest 
assistance to the psychiatrist. What the an- 
thropologist can achieve through the analysis 
of personality in culture has been demon- 
strated in many ways in recent years. There 
is space to refer to but one, with the full story 
of which even some anthropologists may not 
be familiar. During the late world war Ruth 
Benedict was assigned, by the Office of War 
Information, the task of presenting an analy- 
sis of Japanese character. Benedict had 
never been in Japan and knew very little of 
it, but by careful methods of interview with 
many Japanese and others who had lived in 
Japan, and some research in the literature, 
she was able to put together a report on the 
Japanese(4) which is today widely used 
throughout Japan as one of the best and most 
faithful account of Japanese character struc- 
ture (up to the second world war) avail- 
able in any language. There were innumer- 
able such studies made during the war—and 
afterwards—and almost without exception 
with high degrees of success. If this is what 
the anthropologist can do with the study of 
cultures at a distance it should not be diffi- 
cult to envisage what he might be capable 
of doing with cultures or segments thereof 
studied at first hand(2, 17, 26, 27, 45, 60, 
66, 77). 

Because of his cultural sophistication the 
anthropologist is capable of asking the kinds 
of questions about cultural and somatic rela- 
tionships that would be unlikely to occur to 
anyone else, questions the answers to which 
might provide the solution to many problems. 
Let me give but one example of what I mean. 
The anthropologist notes that in many non- 
literate cultures little or no clothing is habit- 
ually worn, that mother and child mutually 
experience a great deal of cutaneous stimu- 
lation. By comparison in western literate 
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cultures where clothing is habitually worn 
little cutaneous stimulation is experienced in 
the mother-child relationship. Now for the 
question which this cultural difference im- 
mediately suggests: Does inadequate cuta- 
neous stimulation in the mother-child rela- 
tionship in infancy and childhood have any 
significant effects upon the psychosomatic 
development of the person? I have elsewhere 
recently shown(55) that there is good evi- 
dence that stimulation of the skin in infancy 
and childhood probably plays a far more im- 
portant role in the total development of the 
person than we have hitherto suspected. At 
any rate, a whole new field of research has 
been opened up for exploration( 56), and it 
cannot but increase our understanding of the 
nature and the needs of the human organism. 
The anthropologist is likely to ask new and 
significant kinds of questions because his 
approaches to human behavior are, as it 
were, multidimensional in that he deals with 
and takes into consideration modalities of 
conduct and their multiform relationships 
of exceedingly great variety. It is one thing 
to think of the psychoneurogenic aspects of 
the skin, centrifugally, but it is quite another 
to think of the skin from without-in, cen- 
tripetally. 

Americans pride themselves upon having 
attained the highest standard of iiving in 
the world, but too often they fail to add: 
at the cost of the greatest number of ulcers. 
The cultural processes involved in attaining 
and maintaining the desired standard of liv- 
ing, are only too obviously achieved by large 
numbers of Americans at the price of serious 
psychosomatic disturbances. Why is it that 
in other cultures such disturbances are pro- 
portionally so much less frequent? Could we 
learn from the study of such cultures how to 
reduce illness and dysfunction in our own? 
These are very practical questions, and the 
anthropologist is able to answer them in a 
manner which would, indeed, help to reduce 
not only personal but also social sickness and 
dysfunction. Halliday(19) has pointed out 
that “What a person has to live for pro- 
foundly modifies his bodily reactions and 
modes of behavior,” and it is equally true that 
what a person lives for modifies his bodily 
reactions and modes of behavior. The history 
and nature of what the person has to live for 


or lives for the anthropologist is especially 
equipped to trace and analyze. The psychia- 
trist is interested in the person, the anthro- 
pologist is interested in the sources of the 
person. Of course the psychiatrist is inter- 
ested in the sources of the person, too, but 
while he works from the person to the 
sources (as he must), the anthropologist 
works from the sources (the formative cul- 
tural processes) to the person. Clearly, then, 
the anthropologist needs the psychiatrist 
quite as much as the psychiatrist needs the 
anthropologist, but in the present paper we 
are concerned with the contribution which 
the anthropologist can make to the psychia- 
trist, and perhaps repay him some small part 
of the debt which he owes him. The anthro- 
pologist’s understanding of the nature of cul- 
tural processes has been immensely deepened 
by the contributions of the psychiatrist, as 
witnessed by the collaborative investigations 
of culture by psychiatrists and anthropolo- 
gists(10, 29, 30, 69). These collaborative 
investigations have been most fruitful and 
stimulating. In an even more fruitful and 
stimulating manner psychiatrist and anthro- 
pologist can collaborate in the endeavor to 
solve the problems of the sick patient in a 
sick environment. 

In a relationship which is going to be a 
new one for some time to come it may be 
helpful to make some suggestions as to the 
manner in which the anthropologist can best 
be fitted into the psychiatric situation. 

The anthropologist should not be regarded 
as a technician, but rather as a colleague with 
a rather broad k:ad of special knowledge 
who is to collaborate with the psychiatrist in 
attempting to help the patient. The anthro- 
pologist should be regarded as a fully par- 
ticipating scientific member of a cooperative 
team. 

The anthropologist as a member of a co- 
operating team will, of course, have to learn 
how best to fit into the work of the team. 
This will require some little time. During 
this period the anthropologist will best learn 
to assume his proper role in the team by 
participating, as early as possible, in the cur- 
rent research of the group. It would be a 
mistake—however well-intentioned—to in- 
vite him to sit in at first in the capacity of an 
observer ; in many connections this will, of 
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course, be necessary, but insofar as the re- 
search and problems of the team as a whole 
are concerned, the anthropologist will learn 
most effectively by participation rather than 
by inactive observation. 

If the anthropologist has not been analyzed 
it would be desirable for him to undergo a 
training analysis, preferably in the depart- 
ment with which he is associated. I say this 
for the reason that analyst and analysand 
could make creative use of the analysis not 
only for the analysand but for the more 
effective functioning of the anthropologist 
as an integral part of the psychiatric team. 
If, as is almost inevitably likely to prove the 
case, the anthropologist learns to regard the 
psychiatrist as a father-figure, no great harm 
will be done! 
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THE DEATH EXPERIENCE IN INSULIN COMA TREATMENT 
EILEEN WALKENSTEIN, M.D." New Yorx Crry 


INTRODUCTION 


Patients undergoing insulin coma treat- 
ment often express vividly experienced death 
feelings. Although this phenomenon has been 
given various psychological explanations, ob- 
servation of patients who experienced feel- 
ings of dying and who had a simultaneous 
stage iii coma, and were thus in a state close 
to physiological death, raised the question 
of a possible pathophysiological basis of the 
death experience. This study, conducted at 
the Kingsbridge Veterans’ Administration 
Hospital, attempts to investigate the relation- 
ship between the depth of coma in insulin 
coma treatment and the occurrence of the 
death experience. 


TECH NIQUE 


The patients, all veterans of World War 
II, were divided into 2 groups. Those in 
Group I had the death experience, and those 
in Group II had stage iii comas. Interviews 
with each patient, lasting from 14 to 2 hours, 
were directed toward obtaining a psychiatric 
history, a picture of the patient’s present 
problems, and his attitudes and experiences 
relating to insulin treatment. Special atten- 
tion was focused on the possible existence of 
suggestibility, previous death fears, and fears 
of insulin treatment in an attempt to rule 
these out as factors which might have influ- 
enced the occurrence of the death experience. 

A stage i coma is characterized by perspi- 
ration, salivation, muscular relaxation, fine 
tremors, somnolence, clouded consciousness, 
and excitement. A stage ii coma is charac- 
terized by loss of environmental contact, 
motor restlessness, myoclonic twitchings, 
clonic spasms, increased sensitivity to stimu- 
lation, and autonomic changes such as flush- 
ing of the face, dilation of the pupils, and 
fast heart rate. Although it is considered 
optimal therapy to keep a patient in a stage 


1 From the Neuropsychiatric Service of the Vet- 
erans Administration Hospital, Bronx, N. Y. 
The author expresses her appreciation to Dr. 
Hiland L. Flowers, Chief of the N.P. Service, for 
his helpful suggestions in conducting this study. 


ii coma for 20 minutes, he may slip into a 
stage iii coma despite all precautionary mea- 
sures, If this occurs, the coma is terminated 
immediately by intravenous injection of glu- 
cose. A stage iii coma is characterized by 
diminished sensitivity to stimulation, tonic 
spasms, torsion spasms, Babinski reflex, ex- 
tensor spasms, symptoms of increased para- 
sympathetic activity such as pin-point pupils 
with loss of reaction to light, slow heart rate, 
pallor, and depressed respiration, muscular 
flaccidity, depressed reflexes, loss of corneal 
reflex, and convulsion. Many of these symp- 
toms may also occur in stage ii coma, Con- 
vulsions may occur in any stage. 


DATA 


There were 10 patients in Group I and 7 
in Group II. Descriptive material of 5 of 
those from Group I is presented in detail 
with data on all patients summarized in the 
accompanying table. 


Patient 1.—M. J. M. was admitted to the open 
wards on 2/10/53. After 2 weeks he was trans- 
ferred to the shock wards and given a course of 
15 electroshock treatments. He recalls that he was 
somewhat “scared” of them and would awaken 
with frontal headaches and pain over the right eye. 
The patient did not wish to discuss his illness dur- 
ing the interview. It was discovered, from the hos- 
pital record, that he had suffered from diffuse an- 
xiety, somatic pains in the back and legs, impotence, 
urges to hurt himself with a knife, obsessive 
thoughts of performing cunnilingus and fellatio, 
and urges to shout that he is a homosexual. 

Attitudes Prior to Insulin Treatment.—The pa- 
tient denied knowledge or fear of insulin treatment. 

Reactions During Treatment.—The patient was 
placed on insulin coma treatment in May 1953. By 
the end of that month he had his first feeling of 
awaking from the dead when coming out of coma. 
He related the following spontaneous account: “A 
couple of times I thought I was dead. When I 
first used to awake and asked them to take the 
cuffs off my wrist, I used to look up and every- 
thing seemed to be standing still—also the nurses 
and doctors—it used to be like another world. I 
had that feeling quite a few times, wake up after 
a coma and everything looked like it was standing 
still.” The patient had the feeling of death “quite a 
few times” but did not recall the exact frequency. 
After his treatment he stated he felt worse than 
at the time of admission, and requested a lobotomy. 
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Hospital Record of Treatment—ICT was started 
on 5/25/53. As of 10/29/53 he had 62 treatment 
days. Combined ECT and ICT was started on 
10/5/53. The first coma, stage i with a grand mal 
seizure, occurred on 5/28, the fourth treatment day. 
As of this date of interview (10/29) the patient 
had had 9 grand mal seizures with either stage i 
or ii comas. There were no stage iii comas. 

Patient I1—P. W. K. was admitted on 7/0/53 
complaining of recurring episodes of depression, 
panic, fears of harming his 2 children, and of dy- 
ing. Insulin treatment was begun after 1 month 
of hospitalization. 

Attitudes Prior to Insulin Treatment.—The pa- 
tient’s wife had had insulin treatment and he was 
gama of it, but he could express no specific 
cars. 

Reactions During Treatment.—After being on in- 
sulin treatment for about 1 week, the patient had 
the feeling, on coming out of coma, that he had 
died. The doctors, nurses, and attendants seemed 
to be gliding around on roller skates in quick 
jerky movements. At the interview (10/29/53) he 
reported having had this feeling 10 or 15 times. 
No other fears were recalled. He further stated 
that “at these times I felt unpleasant all over, 
paralyzed, and just come from the dead.” His 
panic reactions had not diminished, and he felt his 
only improvement to be some lessening of his de- 
pression. 

Hospital Record of Treatment.—ICT was started 
on 8/3/53. As of 10/29 he had 49 treatments. The 
first coma, stage ii, occurred on the 7th treatment 


day with 320 units of Regular Insulin. There were 
no stage iii comas; however, on 9/23 he was in a 
stage ii coma which was sufficiently deep to war- 
rant intravenous termination. 

Patient 111.—G. B., a 36-year-old married vet- 
eran with 2 children, was admitted on 5/8/53 be- 


cause of weight loss, anorexia, various severe 
somatic complaints, depression, and increasing with- 
drawal from people. He was given a course of 15 
electric shock treatments. Commenting on this 
treatment, he recalled a fear of being “knocked 
out.” “I didn’t like the idea of coming in here and 
getting knocked out like that. The treatment 
didn't do me much good. It didn’t help and I had 
the same symptoms. I was disappointed and was 
more depressed after the electric shocks.” After 
his course of ECT he was placed on insulin treat- 
ment. 

Attitudes Prior to Insulin Treatment.—The pa- 
tient “didn’t like the idea of insulin” because ECT 
had not helped. He had fear of insulin treatment 
because he had seen and heard fellow patients 
screaming. “I figured, how much could a heart 
stand, how much punishment could a body stand.” 
Despite these comments, however, the patient stated 
that he was “slightly optimistic” about the results 
he expected from insulin treatment. 

Reactions During Treatment.—The patient re- 
called that insulin treatment was started 2-months 
prior to the date of interview and that he had dif- 
ficulty getting into a coma. During one coma “I 
felt dead and then struggled to come back to life 


and then I'd lose ground again and struggle to 
come back to life again. It was horrible.” The pa- 
tient had a total of 3 comas. In the first he did not 
feel close to death and recalled no particular reac- 
tions. In the second and third comas he had 
“dreams” that he was dying and coming back to 
life. “The third coma was worse than the second, 
it was more violent, more realistic. I felt the ex- 
perience somewhat more horrifying. I was strug- 
gling for my life, and during the struggle I kept 
gasping for breath, trying to come back to life.” 
Treatment was stopped “because of the horrible 
feelings” and for the month preceding the inter- 
view the patient was on subcoma insulin with no 
recurrence of death feelings. 

Hospital Record of Treatment.—The patient had 
15 ECT from 6/26 to 7/31/53. ICT was started 
on 8/10/53. The first coma, stage ii, was on 8/31, 
the tenth treatment day (520 Units R.I.). The 
second coma, stage ii, was on 9/1 with 520 units 
R.I. The third coma, stage iii, was on 9/2 with 
560 units. Treatment was stopped on the twenty- 
fourth day. 

Patient IV.—J. M. D., a 31-year-old homosexual 
film editor, was admitted on 8/3/53 with a history 
of several “nervous breakdowns,” the first at the 
age of 18 following an episode in the navy when 
3 men practiced anal intercourse on him while he 
was drunk. He came to the hospital because of 
“mental imbalance.” He stated: “I can’t get along 
with people, I use them for business purposes or 
money.” He suffered from recurrent depression 
with some suicidal ideas. “Also I got asthmatic 
attacks as a solution to mental disturbances.” 

Attitudes Prior to Insulin Treatment.—The pa- 
tient was angry to be on a locked ward but he 
knew nothing about ICT and had no fears con- 
cerning treatment. 

Reactions During Treatment—The first coma 
occurred 5 days after treatment was started. The 
patient stated: “I thought I had died, I felt so 
funny, everything seemed so lopsided. As I was 
coming out of coma I felt I had died or something.” 
In reference to subsequent comas he said: “I feel 
as though I just died when I come out of the coma 
I feel as though I’m dead because my hands don’t 
have any feeling, my head feels like a fog.” At 
the time of interview (11/12/53), which was one 
month following beginning of insulin treatment, the 
patient said: “I can’t tell how I feel yet because 
I'm still all fogged up.” 

Hospital Record of Treatment.—ICT was started 
on 10/12/53. The first coma, stage ii, was on 10/16, 
the fifth treatment day, with 360 units R.I. Sub- 
sequently he had stage i and ii comas, with no 
stage iii’s. On 11/19 he had a prolonged coma end- 
ing in temporary motor aphasia and right hemi- 
plegia, and insulin treatment was terminated. 

Patient V.—P. M., a 27-year-old married subway 
conductor, was admitted on 12/3/53 with com- 
plaints of “claustrophobia, social and sexual inade- 
quacy, and generalized pan-anxiety.” He had many 
obsessive features, such as a tendency to count to 
3 or 5, and to repeatedly flush the toilet when an 
unpleasant thought occurred to him while urinating 
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or masturbating. He feared death from a stroke or 
a heart attack. The symptoms were steadily pro- 
gressive for a few years. 

Attitudes Prior to Insulin Treatment.—“I had 
the fear of the coma and of getting unconscious 
and of having no control over the needle and of 
not waking up from the coma, just like I always 
had the fear of fainting.” 

Reactions During Treatment.—About 2 weeks 
after treatment was begun, the patient awakened 
from a coma and felt a “struggle to breathe and 
to live.” “Everything moved fast in front of me— 
the nurses and doctors. I couldn't feel myself 
breathing—I was all numb inside. Up till that 
point I felt I was dead and struggling to live. I 
was numb all over and thought I had died and 
everything around me was unreal and dead.” The 
patient had this experience every day of treatment 
for the 2 weeks preceding the interview. 

Hospital Record of Treatment.—ICT was started 
on 2/15/54. The first coma, stage ii, was on the 
tenth treatment day with 600 units R.I. Subse- 
quently he had stage i and ii comas, with no stage 
iii’s. As of the interview date (4/1/54) he had 30 
treatments. 


DISCUSSION 


Review of Data.—Table 1 reveals that, of 
the 10 patients who had the death experience 
in Group I, only 3 had stage iii comas, 
whereas, of the 7 with stage iii comas in 
Group II, none had the death experience. 
These results indicate the absence of a posi- 


TABLE 1 

Summary Data on Att Patients—Grovups I 

AND II 

Group I 
“Patients with Stage iii Improve- 
death experience coma ment 
+ 
+ (4comas) — 
+(1coma) — 

Group Il 
Patients with No. of Death Improve- 
stage iii coma comas experience ment 
Patient XI .... 6 + 
Patient XII .... 6 
Patient XIII ... 3 
Patient XIV ... 2 o 4 
Patient XV .... 1 o + 
Patient XVI ... 1 0 4 
Patient XVII .. 1 0 + 


tive correlation between the depth of coma 
and the death experience. 

Although this study was not focused on 
correlating the death experience and stage iii 
coma with symptomatic improvement, it can 
be observed that 4 of the 10 patients with 
death experiences showed no improvement ; 
of the 10 who had stage iii comas (3 in 
Group I and 7 in Group II) 4 showed no 
improvement. This 60% improvement is not 
greatly different from the percentage of pa- 
tients undergoing ICT who show improve- 
ment without experiencing the stage iii coma 
or the death phenomenon. However, the 
number of patients in this sample is too 
small to draw any general conclusions as to 
therapeutic relationships. Improvement (in- 
dicated by a + sign—Table 1) signifies 
symptomatic improvement sufficient to war- 
rant the transfer of the patient to the open 
wards with eventual discharge from the hos- 
pital ; the — sign means there has been no 
improvement and that further hospitaliza- 
tion was recommended. 

It was not always possible to determine the 
exact date of the occurrence of the death 
phenomenon inasmuch as one had to rely 
on the patient’s recollection of this event. 
Hence, accurate correlation of this phe- 
nomenon with the level of coma on that date 
was not always ascertained. Also, while it 
could be definitely stated from the hospital 
record that no stage iii comas occurred, there 
is no sharp demarcation between a stage ii 
and a stage iii coma, and thus the level of 
coma as judged by different observers may 
vary. These conditions constitute one criti- 
cism of this study. However, the stage i 
coma does present a definite entity upon 
which most observers would agree. Patient 
V described vividly death feelings on two oc- 
casions when the hospital record showed he 
had stage i comas. 

Not only does the depth of coma appear to 
have no relationship to the occurrence of the 
death experience, but the duration of insulin 
treatment as well seems to bear no relation- 
ship to this phenomenon. For example, 
several patients reported the death experience 
as occurring within the first 2 weeks of their 
insulin treatment, while others reported this 
as occurring much later. 

As regards death fears prior to treatment, 
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no patient in this series had had any prior 
experience similar to the death phenomenon, 
although 3 patients had had fears of dying 
(Patients I], V, IX). All 3 experienced 
the death phenomenon and none had a stage 
iii coma. One patient (XII) had fears of not 
awaking from coma prior to treatment. After 
treatment was started he had no fears at all ; 
this patient had 6 stage iii comas. Another 
patient (XIV) feared the treatment because 
he had heard from fellow patients that death 
could result from it. Although he had some 
fearful experiences upon coming out of coma, 
he stated: “I never felt that I was actually 
dead,” This patient had 2 stage iii comas. 

Some patients used terms such as “out of 
this world, struggling to get back to earth” 
and, at the same time, denied death feelings, 
whereas other patients used similar terms 
and maintained that they felt they had died. 
Thus another criticism of this study may be 
on a semantic basis, since patients may have 
had similar experiences but used different 
terms to describe them. 


THEORETICAL CONSIDERATIONS AND REVIEW 
OF LITERATURE 


It has been suggested by many writers that 
the death experience is responsible for symp- 


tomatic improvement. Levy and Grinker 
point out some theories on the psychological 
effect of convulsive shock treatment(5). 
The terrifying fear of annihilation . . . the ensuing 
loss of consciousness experienced subjectively as 
death, the subsequent awakening with a feeling of 
rebirth and of infantile helplessness and the turn- 
ing to parental figures in the environment for help 
and support have each been considered in the proc- 
ess of recovery. It has been suggested that the 
patient experiences the treatment as a sadistic pun- 
ishing attack which satisfies his unconscious sense 
of guilt obviating the necessity for self-inflicted 
punishment. 


Levy and Grinker feel, however, that “no 
convincing data have yet been offered to indi- 
cate that these psychological mechanisms 
operate in recovery.” Fenichel points to many 
authors who are of the opinion that shock 
treatment causes objective alterations of the 
metabolism of brain cells and these changes 
are believed to correspond to the ideas of 
death(2). “The shock probably initiates a 
momentous and deep regression, an undoing 
of differentiation, a reduction of the organ- 


ism to a very primitive level.” However, no 
evidence is given to support this contention. 
Himwich, Bowman, Wortis, and Fazekas 
(3) attribute the improvement of patients 
undergoing insulin treatment to the effect of 
insulin on brain metabolism. From their 
studies of biochemical changes in cerebral 
blood during ICT, they conclude that : 
The mental activities like the neurological are de- 
pendent on brain metabolism for the effects on the 
mental functions parallel those on the reflex 
changes(3). In this manner, both normal and path- 
ological processes are similarly affected, being 


simultaneously released at one time and depressed at 
another. 


These authors do not deal with the psycho- 
logical mechanisms suggested by various psy- 
choanalysts. There are some authors (Jack- 
son and Jackson) who believe that the coma 
itself is a detrimental side-action of shock- 
producing drugs(4). They attribute the bene- 
ficial effect of shock treatment to “sudden 
dilatation of cerebral blood vessels as a result 
of the sudden great rises in blood pressure 
when marked sudden generalized convulsions 
occur.” The forcing of blood through cere- 
bral vessels in which the circulation has be- 
come inadequate is believed to secure suffi- 
cient oxygenation of cerebral cells to allow 
them to function in a more nearly normal 
fashion. 

In contrast to these views of the detri- 

mental side action of the coma, Delgado 
points out that the rarity of epileptic attacks 
in schizophrenics and the favorable effect 
spontaneous attacks have on this illness have 
led various authors to the hypothesis of a 
biological antagonism between epilepsy and 
schizophrenia, which has formed the basis 
of convulsive treatment of this disease(1). 
According to von Meduna: 
If one succeeds in producing epileptic attacks in 
schizophrenic patients, these attacks will produce 
such changes—chernical, humoral, hematological, 
etc.—in the central regulatory apparatus of the 
organism as to create a ground unfavorable for 
the development of schizophrenia, thus constitut- 
ing the biological possibility of the regression of 
the disease. 

In his study of patients under metrazol 
treatment, Schilder found them to experience 
a fundamental threat(7). 

It is the threat of annihilation and death and indeed 


during the epileptic fit and the following coma the 
patient comes very near to death. 
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He feels that the death experience itself ex- 
plains some of the curative effect of metrazol 
shock treatment. 


The victory over the death threat . . . enables the 
individual to start life and relations to human be- 
ings all over again. The previous fixations of 
libido lying in a more personal layer of experi- 
ence are washed away by the recovery from a cata- 
clysmic catastrophe in the depth of the organism. 
This is the same explanation which Jelliffe has 
given for the curative effect of the insulin shock 
(Sakel). “There are innumerable death threats 
from without that entail increased object libido in- 
vestments and many threats from within. The 
hypoglycemic death threat, however, is unique. 
Genetically considered, it may be thought of as a 
very primordial, primitive and massive type of 
threat which strikes at the very initial stages of 
life’s unfolding.” 

The actual physiological death threat to 
the organism in shock treatment calls forth 
a series of systemic reactions termed by 
Selye the “General-Adaptation-Syndrome.” 
Perhaps it is this calling forth of the basic 
life forces (mediated through the adrenal 
cortex) of the organism that is responsible 
for the observed improvement resulting from 
shock treatment, the threat to the organism 
from superego-ego-id conflicts being rela- 
tively lessened in the face of the actual physi- 
ological death threat. The Alarm Reaction, 
defined as “the sum total of all non-specific 
systemic phenomena elicited by sudden ex- 
posure to stimuli to which the organism is 
quantitatively or qualitatively not adapted,” 
calls forth the body’s active defenses and is 
in part manifested by adrenal-cortical en- 
largement, increased corticotrophin and corti- 
coid production, and hyperchloremia(8). 
After the initial alarm reaction there is a 
stage of resistance (“protracted counter- 
shock”) during which there is increased re- 
sistance to the particular agent to which the 
body had been exposed, with a marked de- 
crease in resistance to other types of stress. 
Thus the general resistance of the organism 
rises in shock treatment, and in the counter- 
shock phase of the Alarm Reaction the 
“adaptability” of the organism is mobilized. 
One might speculate that any life-threaten- 
ing procedure involving a sudden death- 
facing shock to the organism would have 
similar results to those obtained from the 
methods of shock treatment currently in use. 
Verbal shock treatment as used by Rosen in 


the treatment of schizophrenic patients may 
create a similar physiological response (in- 
creased adrenal cortical activity, etc.) to that 
produced by electric and chemical shock 
treatment. 

Some interesting observations on patients 

undergoing insulin shock therapy were made 
by Wall(g). He found that patients who 
showed sexual movements while in coma 
(such as rubbing together of the thighs, 
manual masturbation, and rhythmic pelvic 
movements which had the characteristics of 
coitus) showed marked improvement. 
That the sexual activity was in effect a measure of 
catharsis is suggested by the general improvement 
which accompanied such manifestations. It may be 
that this activity was allowed to appear because 
the insulin overcame or weakened the repressing 
forces. 


Wall suggests the significance of the sexual 
manifestations as an index of therapeutic 
progress. Two of his patients showed the 
highest stage of improvement at a time when 
sexual movements and interests were present 
in the hypoglycemic state with no further 
improvement beyond this stage when insulin 
treatment was continued. Thus Wall postu- 
lates the optimal time for discontinuing in- 
sulin treatment to be when the patient shows 
arousal of erotic interest and maintains it for 
several successive days. 

Feelings of unreality and death have been 
described in conditions other than hypo- 
glycemic states, such as hyperparathyroidism, 
agnosis resulting from cerebral patholgy, 
exhaustion, toxemia, and in functional con- 
ditions such as the milder depressed states 
usually of the manic-depressive variety, in 
compulsion neurosis and in schizophrenia 
(10). Reich(6) found the idea of dying to 
arise in patients in the course of character 
analytic treatment “when the patient is close 
to orgiastic release of bio-energy ; it [the idea 
of dying] is connected with severe fear of 
letting go fully.” 


CONCLUSION 


Within the statistically limited scope of the 
observations in this study there exists no 
positive correlation between the occurrence 
of the death experience in patients under- 
going insulin coma treatment and the depth 
of coma. 
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AGGRESSIVE BEHAVIOR DISORDERS OF CHILDHOOD: 
A FOLLOW-UP STUDY *? 


H. H. MORRIS, Jr., M.D. P. J. ESCOLL, M.D. anno R. WEXLER, M.S. W.* 
4, Pa. 


From 1925 to 1935, 25 children between 
the ages of 4 and 15 were admitted to the 
psychiatric division of the Pennsylvania 
Hospital for observation and treatment. Of 
these, 90 were selected for this study on the 
basis of 2 sets of criteria, one negative and 
one positive. The negative criteria were 3: 
(1) An IQ (revised Stanford Binet) of less 
than 80; (2) signs of organic brain damage ; 
(3) a psychotic diagnosis while at the hospi- 
tal. If a child showed any one of these, he 
was excluded from the study. In addition, 
the child had to show at least 4 of the fol- 
lowing categories of behavior, either by veri- 
fied history or during his residence at the 
hospital: (1) Repeated truancy from school 
or home; (2) stealing or purposeful lying; 
(3) cruelty, including marked teasing or 
bullying; (4) disobedience or defiance of 
authority; (5) marked restlessness or dis- 
tractibility; (6) wanton destruction; (7) 
severe tantrums when crossed. To this con- 
stellation of symptoms we have applied the 
descriptive label “aggressive behavior dis- 
orders of childhood,” which, in our usage, 
corresponds rather closely with Hilda Lewis’ 
(16) and Hewitt and Jenkins’(15) “un- 
socialized aggressive behavior.” 

The following brief case descriptions are 
typical of this type of behavior. 

Case 1.—Male, IQ 102, in residence 19 months 
at age 8. No evidence of psychosis or organic de- 
fect while here. Youngest of 3; older siblings “well 
adjusted.” Much alcoholism on paternal side. 
Mother 42 at patient’s birth, promiscuous, irrespon- 
sible, left the home when the patient was 2, Raised 
by paternal grandparents, average income. At 4, 
said to be very restless. Constantly ran away from 


home, restless sleeper. At 6, in school, disobedient, 
telling fanciful stories to cover truancy and dis- 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 Aided by support from the Donner Founda- 
tion; the Hall-Mercer Hospital, Pennsylvania Hos- 
pital Division; Pennsylvania Hospital, Department 
for Mental and Nervous Diseases. 

* All from the staff of the Pennsylvania Hospital, 
Department for Mental and Nervous Diseases. 


obedience; an increasing disciplinary problem. At 
7, much truancy, wanders around city until 10:30 
at night before coming home. Gets along well with 
other children, but quite aggressive and pugnacious. 
At Pennsylvania Hospital got along well with peers, 
a leader, became much less restless, lying stopped. 
Left “much improved.” Did better at home for a 
year, then again started truancy, lying, petty thiev- 
ery, but no court record, never part of a “gang.” 
At 184, in the Civilian Conservation Corps, a 
wanderer, has never settled down. No psychiatric 
treatment subsequent to residence at Pennsylvania 
Hospital. 

Case 2.—Female, IQ 91, observed for 1 month 
at the age of 15. Older of 2 girls, deserted by her 
mother at the age of 2, raised by grandmother in a 
modest but adequate home. Lazy and careless in 
school, she has to be the center of interest, is very 
demanding of attention, antagonistic toward her 
younger sister. Temper outbursts if things don't 
go her way. Much lying, some stealing, apparently 
to gain attention. Irresponsible, indifferent to au- 
thority. At 35, now successfully married after a 
first brief marriage, making a good adjustment as 
housewife, emotionally stable. 


Twenty years have now elapsed since the 
last of these children left this hospital. They 
have all had a chance to reach physiological 
maturity, and the aim of this survey has been 
to obtain follow-up material to determine 
what the further careers and adult adjust- 
ments of go behavior problem children have 
been. 

Although much has been written on the 
general topic, there are few lengthy follow-up 
studies on the problem of behavior disorders 
in childhood. Bond and Smith(1) have done 
a 5-year follow-up study of the post-encepha- 
litic children discussed later in this paper. 
Bender and Schilder(2) studied and tested 
a group of 83 behavior problems at Bellevue 
Hospital. Healy and Bronner(3) have 
written on the subject extensively and have 
followed juvenile offenders seen by the court 
as have Glueck and Glueck(4) and Curran 
(5). A follow-up study of shy, withdrawn 
children seen in a child guidance clinic was 
done by Morris and Soroker(6), and Robins 
and O’Neal(7) have followed child hysterics. 
Short-term follow-ups on behavior disorders 
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were reported in the Smith College Studies 
(8). 

The group of go patients was in residence 
here from a minimum of 1 month to a maxi- 
mum of 39 months, 45 for 10 or more months 
and 45 for less than 10. The length of stay 
was not determined by clinical factors. All 
the children had the experience of living in a 
group which was run on fairly permissive 
lines under the supervision of psychiatrically 
oriented personnel(g). In addition, 39 
had individual psychotherapeutic interviews 
(largely play technique) with senior psychi: 
atrists above the resident level. These indi- 
vidual therapy hours varied from a minimum 
of 10 in one case to a maximum of more than 
100 in 2 cases. The choice of children for 
psychotherapy was not determined by clinical 
factors. The median age at time of observa- 
tion was the beginning of the tenth year, the 
median age of onset of noted behavior diffi- 
culties was the beginning of the sixth year. 
The similarity between this last figure and the 
age at which children usually start to school 
may be more a reflection of the recognition 
by extra-family observers that a problem 
exists than a true estimate of the age of 
onset. Many of these children were not con- 
sidered to be particular problems by their 
parents, and it was not until their social con- 
tacts widened that their behavior was noticed 
as deviant by more objective observers. 
Sixty-four were boys, 26 were girls. This 
ratio is not a reflection of the natural inci- 
dence of behavior disorders in boys and girls, 
but is based on the fact that the hospital was 
able to accommodate more boys than girls. 
The median IQ was 93. 

One almost universal characteristic of the 
whole group was their responsiveness to en- 
vironment. As their environment changed, 
so did their behavior. Their reactions seemed 
to be determined largely by the current situa- 
tion in which they found themselves, and 
they were able to modify their behavior, at 
least temporarily, if they felt that modifica- 
tion was to their advantage. In other words, 
much of their behavior was rather clearly 
understandable as an attempt to relate ag- 
gressively to the environment. This is in 
marked contrast with the withdrawal shown 
by autistic children(10) or the unconscious 
symbolism of neurotic symptoms. Our chil- 


dren were acter-outers. Their interpersonal 
relationships were rather seriously distorted, 
however. These were the children that could 
not be handled by ordinary disciplinary 
methods in school and home, many of them 
had trials at child guidance clinics before 
being sent here as a last resort. Aggressive, 
dominating behavior as regards their rela- 
tionship to their peers was the rule. 

The backgrounds of these children were 
exceedingly diverse, representing all social 
and economic levels found on the eastern 
seaboard between Baltimore and New York. 
Rural as well as metropolitan areas were 
represented. We would agree with Adler(11) 
and Healey(3) that economic and social 
factors are not in themselves important de- 
terminants of the outcome of this type of 
behavior. Forty-six children were from 
families of average income, 12 from families 
of above-average income, and 32 from 
families of below-average income. 

The sources of referral to the hospital were 
as follows: social service agencies, 33; child 
guidance clinics, 33; direct application by 
parents, 5; referred by physicians, 10; re- 
ferred by the courts, 6; referred by school 
authorities, 3. 

Although speculations concerning etiology 
and dynamics lie beyond the scope of this 
paper, it might be said that in the majority 
of cases there was open rejection of the child 
on the part of one or both parents, and in the 
few instances of overprotection, none was 
marked. Categorizing the parents as openly 
rejecting was based on the fulfillment of any 
one of the following criteria: (1) Desertion 
of the child; (2) child voluntarily placed 
in foster home or institution; (3) court de- 
cision—child removed because parents were 
“unfit”; (4) open and constant expression 
of dislike of the child; (5) marked prefer- 
ence for another sibling. 

As a group, the parents were freely ex- 
pressive of their emotions and quite labile. 
Most of these children had the task of re- 
lating to more than 2 parental figures, having 
been in several foster homes, exposed to 
parental remarriage, or having older relatives 
with authority living in the home. As one of 
our young patients said, “Most girls have 
only 2 people to please, while I have 5 to 
deal with.” Family attitudes toward the pa- 
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tients were constantly fluctuating and the 
family constellations frequently changing. 
Few of our children had consistent patterns 
to relate to. 

Sibling position and size of family do not 
seem to be significant factors. Fifteen were 
only children, 14 youngest children, 24 oldest 
children, and 25 were intermediate. There 
were 20 families with 2 children, 23 with 3 
children, 10 with 4, and 10 with more than 4. 
Of 156 siblings of our patients, at the time 
they were here, 16 showed some type of 
psychopathology. Nine mothers and 3 fathers 
had a history of psychosis; 19 mothers and 
5 fathers had diagnosable neuroses; 20 
mothers and 29 fathers had other evidence of 
psychopathology, such as alcoholism, gross 
irresponsibility, police records, etc. Thus, 
85 of a total of 180 parents showed rather 
marked evidence of some type of personality 
. disturbance. 

Of the go children, 1 died before the age 
of 18. He had not shown any significant 
change in behavior at the time of his death. 
Of the remaining 89, we were able to follow 
68 to the age of 18, 59 to the age of 25, and 
48 to the age of 30 or older. Any type of 
follow-up contact available was used once the 
patients had been located ; individual inter- 
views with the patients themselves were 
utilized whenever possible. Failing this, in- 
terviews with close members of the family 
were arranged. Whenever there was a history 
of subsequent medical or social agency con- 
tact, records were obtained from those 
sources, Physicians, hospitals, guidance 
clinics, social and court agencies were most 
helpful in supplying detailed information ; in 
no case was this refused. Information from 
several independent sources was available in 
the majority of cases ; when such information 
conflicted, the most objective source was 
used, Since we were endeavoring to estimate 
the general social adjustment of the patient 
over a certain time rather than his sympto- 
matic level on the day of interview, we have 
not relied too heavily on individual interviews 
with former patients. Some of them are able 
to put up an amazingly good front, only to 
reveal evidence of a most miserable social ad- 
justment when material from other sources 
is obtained. 

Our results show that the adjustment made 


by the time the child reaches the age of 18 
is an excellent indication of his subsequent 
adjustment. Almost all of the children 
showed some improvement in their behavior 
during the time they were in the hospital, 
and the majority continued to improve for 
about a year after they returned home. If 
the adjustment one year after observation is 
considered, the results would be excellent. 
However, the adjustment continues to fluctu- 
ate, in some cases markedly, until about the 
eighteenth or nineteenth year. The adjust- 
ment at that age is a much more accurate re- 
flection of the final outcome. 

None of these children was thought to be 
psychotic at the time of observation. Of the 
66 followed to age 18, 12 had become psy- 
chotic. The diagnosis in each of these cases 
is based on subsequent hospitalization. These 
12 are also included in the group of 47 fol- 
lowed to the age of 26 or older. One more 
has become psychotic since the age of 19, 
giving a total of 13 in the group followed the 
longest. All of these psychoses were in the 
schizophrenic group, and all but one have re- 
mained chronically ill. The one exception 
was discharged from St. Elizabeths Hospital 
in 1948 as a “social recovery,” and she is 
still well 7 years later. As patients who have 
done poorly are easier to follow than those 
who have made a good adjustment, we infer 
that there are not many hospitalized psychotic 
patients in the group that we were unable to 
follow. Seven females and 6 males became 
psychotic. 

At the age of 18, 15 were adjusting well, 
13 males and 2 females. At the age of 26 or 
older, 12 of these 13 were still adjusting well 
socially, the other 2 were lost from the fol- 
low-up group. If the child was not adjusting 
well by the age of 19, he never did. Of those 
who did not become psychotic but who con- 
tinued to make poor social adjustment, 11 
spent most of their time, following discharge 
from the Pennsylvania Hospital, until they 
were 18, in some other hospital. Seven of 
these were subsequently able to adjust outside 
a hospital, so that at the age of 26, 4 patients 
were left who had spent the majority of 
their time in institutions. 

By the age of 18, 12 children had court 
records. Six of these continued to have 
court records after the age of 18. Despite 
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their aggressive behavior as children, it is 
interesting to note that only one crime of 
violence by a member of this group has been 
found. This was a case of assault and battery, 
involving a street fight. 

Three of the group are known to be dead— 
all males. All were accidental deaths. One 
died a few weeks after transfer from the 
Pennsylvania Hospital to another hospital. 
One was killed by a train while a hobo; the 
third killed in action during World War II. 
The latter’s military adjustment was good ; 
his social adjustment had been poor up to the 
time he entered military service. 

Table 1 summarizes the factors that have 
been mentioned concerning the follow-up ma- 
terial. It is interesting to note that the girls 
have made much poorer adjustments than the 
boys. While in the total group and in the 
group of 66 followed, the ratio of boys to 
girls was 24 to 1, in the group that became 
psychotic the ratio is starting to reverse— 
7 females and 6 males, In the group that 
made good adjustment, the ratio of males 
to females is 64 to 1. In no case where be- 
havior was a problem before the age of 5 
was the outcome favorable. The parents of 
the children who did well are more stable 
than the average for our group, and, in each 
case with favorable outcome, the child left 
our hospital to return to his former home 
situation, 

Of the 14 children who made good adjust- 
ments, 3 were from families of above-aver- 
age income, 6 from families of average in- 
come, and § from families of below-average 
income. Similar figures for the group who 
became psychotic are 2, 4, and 7 respectively. 

A report such as the following, by a wife, 
is typical of the group who did well: 
“Martin continued to be a problem until he was 


16 or 17. He quit school in the eleventh grade; 
had a part-time job until he was drafted. After 


TABLE 1 
SumMAry or FoLtLow-up 
Followed to age 
“18 19-25 26+ 
Total Cases 66 58 47 
RR 12 13 12 
14 13 12 
Never adjusted ........ 34 23 15 
Criminal record ....... 7 6 5 
10 9 6 


24 years of noncombat, overseas service, he was 
discharged, and married at the age of 21. He is 
now completely settled down and makes a wonderful 
husband. He has many friends, is liked by every- 
one, and enjoys being with people. He is calm, 
quiet, even dispositioned and responsible. We have 
been married 10 years and have 2 children. He 
has worked steadily as a cab-driver with the same 
company for the past 74 years.” 

Of his 2 siblings, 1 has been psychotic and hos- 
pitalized the past several years ; the other is severely 
unstable emotionally. 

Martin had been referred to us by a Child Guid- 
ance Clinic at the age of 10. At that time he was 
described as follows: “He is an aggressive type 
who likes to be the center of the stage. He re- 
peatedly gets into fights, has temper tantrums, 
refuses to go to school, frequently truants from 
home and school, Neither parents nor teachers can 
handle him. He has been failing in school owing 
to indifference.” 

At the hospital he rapidly adjusted to group living, 
remained here 8 months, was seen in 6 individual 
psychotherapeutic sessions, and his behavior had 
much improved. His mother was seen in 17 inter- 
views by a social worker, who felt that there was 
no basic change in her attitude. This mother was 
slightly overprotective, inclined to spoil the patient, 
an only son. Neither received any further psycho- 
therapy. 


In retrospect, looking over the records of 
the children who later became psychotic, 
3 factors stand out: The first—already men- 
tioned—the large percentage of females; the 
second, the large incidence of “sexual acting- 
out”—5 of the 7 females were conspicuous 
in this regard ; 2 of the 6 males showed this 
behavior prior to the age of 12. These 
children were much more aggressive sexually 
than their peers. Finally, in this group of 
13 children, only 3 seemed able to make any 
sort of adjustment to their stay at the 
hospital. This is in marked contrast with 
the group as a whole, where the usual ex- 
perience was that the children adjusted quite 
well while here. 

A comparison of the 13 children who sub- 
sequently made a psychotic adjustment with 
15 who made the best adult social adjustment 
is quite revealing. Of course, parental at- 
titudes, even considering only the overt ones, 
were much more difficlt to assess than the 
behavior of the children, which could be ob- 
served directly. Thus, in the backgrounds 
of the 15 who made the optimal adjustments, 
6 cases fulfilled our criteria of open rejection 
on the part of the parent, while in the 13 
who became psychotic, there were 11 in- 
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stances of open rejection. There was also a 
quantitative difference in the behavior of 
these 2 groups up to the time they were in 
residence here. Nine of the “well” group 
showed only the minimum number (4) of 
categories of behavior necessary for inclusion 
in the study, while only one of the “psy- 
chotic” group showed only the minimum 
number of symptoms while under observa- 
tion. As expected, the group that adjusted 
well were, on the whole, less frequently 
openly rejected by their parents, and were 
less disturbed in their behavior as evaluated 
by history and direct observaiton. Open dis- 
obedience and restlessness were the most 
common findings in both groups, being nearly 
universal, 

Table 2 compares some of the findings in 
the group of 90 behavior problem children 
with a group of 60 postencephalitic children 
admitted to the hospital during the same 
period and treated in the same environment. 
In the latter there was a substantiated history 
of encephalitis lethargica preceding the be- 
havior change, and in all cases the diagnosis 
was confirmed either by objective findings 
while the child was here or developed during 
the follow-up period. 

The composition of these 2 groups from 
the point of view of age, sex, economic and 
social background, and intelligence is quite 
similar. However, there is a striking dispar- 
ity between the 2 groups when the incidence 
of overt psychopathology in families of each 
is compared. There is also a considerable 
difference with respect to multiple parental 
figures and open rejection. 

Although there has been no detailed at- 
tempt to evaluate the results of individual 
psychotherapy, of the 39 who received this 
therapy, 6 later showed overt psychosis; 18 
showed no apparent change in their behavior, 
either immediate or delayed ; 8 showed im- 
mediate and maintained improvement; the 
status of the remaining seven is unknown. 


SUM MARY 


A group of go children, under the age of 
15, with aggressive behavior was studied 
at the Pennsylvania Hospital (Franklin 
School) between 1925 and 1935. These 
children came largely from the Middle 
Atlantic States, and represented a wide 


TABLE 2 


COMPARISON oF BenAvion ProsLeMs tN CHILDREN 
witn Group or PosTENCEPHALITIC CHILDREN 


Post- 
Primary encephalitic 
behavior behavior 
disorder disturbance 
Number of cases............ 90 60 
Number of family known *... 844 560 
Fathers psychotic ........ 3 I 
Mothers psychotic ........ 9 0 
Others psychotic ......... 15 9 
Fathers neurotic ......... 5 2 
Mothers neurotic ......... 19 10 
Others neurotic .......... 7 oO 
Fathers psychopathic ..... 29 9 
Mothers psychopathic .... 20 0 
Others psychopathic ...... 25 16 
Multiple parental figures.. 54 16 
Open rejection shown by 
50 9 
Number of siblings known... 156 178 
Adjustment problems ..... 16 9 
Median age, onset (years)... 6 7 
Median age at P.H. (years).. 10 11 
Median IQ (Stanford-Binet) 93 87 
Median length of stay at P.H. 
Economic status 
Above average ........... 12 8 
46 33 
Below average ........... 32 19 


* Grandparents, parents, full uncles and aunts. 


spread in their social and economic back- | 


grounds. In an attempt to follow these 
children to maturity in order to assess their 
subsequent life adjustment, 66 were followed 
to the age of 18 or over (excluding one death 
at age 64). Of these 66, 13 subsequently be- 
came psychotic ; 14 eventually made adequate 
social adjustment; 39 never made adequate 
adjustment. Twelve of the last group com- 
mitted at least one crime of record, but only 
one of these crimes involved violence or 
destruction, In the original group, the ratio 
of males to females was 24 to 1; in the psy- 
chotic group, 6 to 7; in the group adjusting 
well, 6 to 1. The backgrounds of these 
children show significant deviations from 
those of 60 post-encephalitic children. 


CONCLUSIONS 


Many theories have been advanced to ex- 
plain the type of behavior disorder under 
discussion, Bender and Schilder(2) feel that 
children, deprived of their parents’ love, sup- 
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port, and food, experience this deprivation as 
a direct attack with destructive tendencies 
to which they react with aggressiveness. They 
try to get satisfaction from other sources and 
start with a destructive search. Johnson and 
Szurek(12) state that “the specific stimulus 
for the actual living out of antisocial be- 
havior is the unconscious, less often con- 
scious, sanction from the parents.” Griffin and 
Johnson(13) feel that the parents vicariously 
achieve gratification of their own poorly in- 
tegrated forbidden impulses through a child’s 
acting out. “One or both parents in addition 
unconsciously experience gratification for 
their own hostile and destructive wishes to- 
ward the child who is repeatedly destroyed.” 
Sillman(14) feels that an important factor 
is the imitation of conduct which they ob- 
served was useful to others in securing at- 
tention. 

It is not within the scope of this study to 
atiempt to refute or confirm these theories, 
and there are many others not cited here. 
A striking feature in most of our cases is the 
very open attitude of the parents. There is 
not much indication of strongly ambivalent 
feelings toward the child. We rarely find 
parents who are accepting or overprotecting 
on the surface but quite rejecting under- 
neath; or those who show little or no overt 
emotional reaction to their children—the 
“emotional iceboxes” described by Kanner 
as a frequent finding in the parents of autistic 
children, 

Overt parental rejection, multiple parental 
figures, a high incidence of psychopathology 
in the immediate family, and open expres- 
sion of feelings by the parents are the out- 
standing findings in the backgrounds of our 
children, Family behavior patterns seem to 
be very important; many of these children, 
brought up in environments where antisocial 
behavior was the rule rather than the ex- 
ception, have continued to use aggressive, 
antisocial behavior as their accustomed means 
of relating to people and situations. The inci- 
dence of sociopathic behavior and overt re- 
jection in these parents seems especially sig- 
nificant when compared with their much 
lower incidence in the parents of the post- 
encephalitic group. Also, these findings are 
in marked contrast with Kanner’s study of 
autistic children in which the parents are 


often obsessive, perfectionistic, and fre- 
quently overprotective. 

Economic, social, and religious status seem 
not to have much effect upon the sympto- 
matology of this syndrome or its outcome. 
The factors important in genesis and prog- 
nosis may be found in practically any group 
representitive of the Northeastern seaboard 
of the United States. The prognosis for 
girls showing aggressive behavior was much 
worse than for boys. This finding might fol- 
low from 2 quite differing factors: society 
may be much less tolerant of such behavior 
in girls, and hence restrict them to a much 
greater degree, secondly, such behavior in 
girls may be indicative of more deep-seated 
psychopathology than is the case with boys 
—certainly, a much larger percentage of the 
girls became psychotic. 

Sexual acting out (open sex play, either 
heterosexual or homosexual, open masturba- 
tion, and sexual exhibitionism) by the age of 
12, and inability to adjust to their peers while 
undergoing the group experience at the 
hospital were indicative of a poor prognosis. 
The adjustment achieved by the child at age 
18 in almost every case showed little further 
change. Previous to that age there is often 
considerable fluctuation, and it is difficult to 
predict what the final outcome will be. 
Twenty-one percent of these children were 
making normal adjustments at the age of 18; 
this percentage was not significantly changed 
in longer follow-up studies. The effective- 
ness of various therapies in aiding this type 
of childhood behavior may be compared with 
our finding of 21%. We hope that current 
therapies will be found more effective when 
sufficient time has elapsed to evaluate them. 
Immediately following their experience here, 
66% of the children showed considerable 
improvement in their behavior. Contrasting 
this figure with the later finding of 21% 
clearly demonstrates how misleading im- 
mediate results can be when attempting to 
predict the permanent value of treatment. 
This conclusion is further substantiated by 
the finding that several of the children listed 
as unimproved at the time of discharge later 
made good adjustments. 
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A PRISONER OF WAR SYNDROME: APATHY AS A 
REACTION TO SEVERE STRESS * 


HARVEY D. STRASSMAN, M.D.,? Los Anceres, Caurr.. MARGARET B. THALER, Pu. D.,* 
anp CAPT. EDGAR H. SCHEIN, MSC, Wasuincton, D.C. 


PROBLEM AND METHOD 


This paper is based on 201 psychiatric 
interviews and 80 psychological test proto- 
cols ® of United States prisoners of war re- 
patriated by the Chinese and North Koreans 
in August 1953. Interviews were conducted 
within 1 to 18 days after repatriation at 
Inchon, Korea, and on board ship en route 
home. Rorschach, Thematic Apperception 
Test (10 cards) ,* and Sacks Sentence Com- 
pletion Test protocols were obtained on 
board. All subjects were selected at random 
and the samples interviewed and tested were 
subsequently found to be representative of 
the total population of repatriated POW’s 
with respect to age and length of service, but 
the sample tested contained a higher percent- 
age of officers than the total group. There 
is no overlap between the sample of men 


interviewed and the sample of men tested. 

We attempted to determine: (1) what 
types of stresses the POW’s faced during 
their internment, (2) what their major psy- 
chological reactions to such stresses were, 
and (3) their reactions following repatria- 
tion, 


STRESS 


Since the end of the Korean conflict, a 
number of scientific papers and magazine 
articles have described the ordeal endured 
by the men captured(1-8). For the purposes 
of this report we shall list only those constel- 
lations of stresses which we viewed as crucial 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. Published with approval of Chief 
Prof. Services, N.P. Hospital, Veterans Adminis- 
tration Center, Los Angeles, Calif. 

* Staff physician, Veterans Administration Cen- 
ter, Los Angeles, and instructor in clinica! psychia- 
try, University of California at Los Angeles Medical 
School, Los Angeles, Calif. 

* Psychologist, Army Medical Service Graduate 
School, Walter Reed AMC, Washington, D. C. 

4 Psychologist, Army Medical Service Graduate 
School, Walter Reed AMC, Washington, D. C. 
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in producing psychological changes. (1) 
Cycles of realistic anxiety and their relief: 
During combat, the early phases of impris- 
onment, on the marches, and in the tempo- 
rary camps, the men were chronically being 
threatened with death, physical maltreatment 
and nonrepatriation. Fears aroused by such 
threats were alleviated by concrete events or 
elaborate promises on the part of the captors, 
only to be re-aroused somewhat later for 
reasons that seemed irrational or inconsistent 
to the POW’s. Such cycles of fear and their 
relief continued for months. Hostility toward 
the captors was aroused by the chronic disap- 
pointment and fear but had to be suppressed 
at all times. (2) Starvation, disease, and in- 
adequate shelter: Physical conditions, food, 
and shelter were so bad in the early days 
after capture that most men had to concen- 
trate merely on staying alive. Making real- 
istic plans for escape or for the future was 
impossible when starvation or death from 
dysentery, pneumonia, or exposure was an 
immediate and direct threat. (3) Indoctrina- 
tion at permanent camps: In the permanent 
camps physical conditions improved some- 
what, but the POW’s then found themselves 
in a situation where the maintenance of 
American social and cultural values brought 
further threat, punishment, and marginal 
physical conditions, while the acceptance of 
the communistic ideology, or cooperation 
with the Chinese in collaborative activities, 
brought increases in food, physical comforts, 
privileges in camp, and promises of early 
repatriation, 

REPORTED REACTIONS TO STRESSES OF IM- 
PRISON MENT 


As one listened to the POW’s relating 
their experiences, it became apparent that one 


5 All interviews were carried out by Dr. Strass- 
man. Tests were administered by Army psycholo- 
gists Lt. Alan Ross, Lt. James Parker, and Lt. 
Martin Gluck. 

* Cards 2, 6BM, 8BM, 9BM, 12M, 13MF, 17 GF, 
17BM, 18BM, 20 were used. 
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psychological reaction appeared at some time 
or another, with varying intensity, in almost 
every man. This reaction can best be de- 
scribed as a marked withdrawal of involve- 
ment with the current situation, accompanied 
by a paucity of emotion. The men exhibiting 
this reaction appeared to other POW’s to 
be listless, indifferent, and completely ab- 
sorbed or preoccupied with themselves. 
When spoken to, such men would respond 
rationally and appropriately, but then would 
quickly return to their previous state. They 
took no concerted action toward solving the 
problems of being a POW, although they 
could be pushed to action by a leader, Since 
the content of their speech and their behavior 
did not suggest depression or psychosis, the 
reaction seems best characterized by the 
term “apathy.” 

According to the accounts of POW’s, the 
reaction occurred in almost every man at 
some time or another, though the degree and 
type of stress needed to produce it and the 
depth and duration of the symptoms varied 
greatly with different individuals. The sever- 
est “apathy” reactions occurred in the winter 
of 1950, when large numbers of men were 
captured, marched north, and quartered for 
weeks on end in inadequately supplied tem- 
porary camps, Disease was very prevalent at 
this time, and many men died of dysentery, 
pneumonia, or exposure; but, according to 
a number of observers, including American 
medical corps officers who were themselves 
POW’s, some of the deaths did not seem 
warranted by the physical conditions of the 
men, who seemed to become listless and in- 
different to taking care of their bodily needs. 
They retreated further within themselves, 
refusing to eat even what food was available, 
and eventually lay down and curled up, as if 
waiting for death to overtake them. The 
reports are emphatic concerning the lucidity 
and sanity of these men—they seemed simply 
to give up and accept the prospect of death 
rather than to continue fighting a severely 
frustrating and depriving environment. 

Two things seemed to save the man close 
to “apathy” death: getting him on his feet 
doing something, no matter how trivial, and 
getting him interested in some current or 
future problem. It was usually the effort of a 
friend who maternally and insistently moti- 


vated the individual toward realistic goals, or 
the realization of ties to loved ones at home, 
that snapped him out of such a state of 
resignation. 

When the men were moved into permanent 
camps, the food and living conditions im- 
proved greatly and the number of such severe 
“apathy” reactions correspondingly dropped. 
However, it became clear to the men soon 
after daily exposure to the Chinese indoctri- 
nation efforts, that the only way to keep from 
eithe: collaborating or resisting to the point 
of eliciting punishment, was to withdraw as 
much as possible from any but routine inter- 
actions with either the Chinese or other 
PO N’s. Withdrawal from other POW’s 


was fostered by the Chinese method of . 


breaking up whatever group ties formed, 
by changing the membership of groups, and 
by segregating leaders. It was strongly re- 
inforced by the presence in the groups of 
known or unknown informers which made 
the formation of close personal ties difficult. 

Most men adopted a pattern of what they 
called “playing it cool,” which involved being 
aloof, unresponsive, minimally communica- 
tive, and noncommittal on everything. They 
were caught in the conflict between cooperat- 
ing with the Chinese to a point of arousing 
the suspicion and hostility of their fellow 
POW’s, on the one hand, and resisting to 
a point of eliciting the hostility of the Chi- 
nese, on the other. To avoid involvement 
necessitated the continued suppression of 
most feelings, particularly hostility, and such 
suppression had to be maintained for 1 to 
3 years for most POW’s. In this adjustment 
there was no evidence of resignation or giv- 
ing up; rather it was a chronic living from 
day to day without allowing oneself to be- 
come dependent on anything or anybody. 
The men were waiting and watching rather 
than hoping and planning. 

This behavior was heavily reinforced by 
the feeling of hopelessness concerning their 
chances of being repatriated. Not until the 
prisoner of war lists had been exchanged 
at Panmunjom was there in the majority of 
men any realistic thinking about the future 
and returning home. Only in the last months 
of imprisonment did conditions become suffi- 
ciently tolerable to allow men once more to 
take an active interest in camp activities and 
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to get involved with the Chinese by more 
active resistance to indoctrination techniques, 
though by this time the Chinese were making 
few systematic efforts to indoctrinate. 


OBSERVED REACTIONS AFTER REPATRIATION 
AND PSYCHOLOGICAL TEST RESULTS 


The behavior of most of the men imme- 
diately following repatriation was somewhat 
surprising in that they exhibited remark- 
ably little enthusiasm at being free, indicated 
no strong desires to go home, offered no 
spontaneous comments on their recent ex- 
periences, and verbalized little hostility to- 
ward their captors. They seemed preoc- 
cupied, quiet, and somewhat listless, though 
they responded appropriately when inter- 
viewed, Their emotional expressions were 
qualitatively appropriate but very subdued 
or modulated. Anxiety was not prevalent 
as a symptom. 

This pattern did not last very long. One 
could observe changes in repatriates even 
during the 2 or 3 days that they were at 
Inchon, and on board ship. Those men who 
were interviewed on board ship, and who had 
therefore been repatriated for a longer 
period, could generally not on casual observa- 
tion be distinguished from other rotating 
troops. They were more realistic and posi- 
tively motivated, more enthusiasm and emo- 
tion became evident, and some hostility to- 
ward the communists began to be verbalized. 

This change also showed up in the inci- 
dence of the diagnosis of “apathy reaction” 
in the 201 interviews analyzed. Of those men 
interviewed within 4 days after repatriation, 
28% were diagnosed as being severely apa- 
thetic, while of those interviewed within 5 to 
18 days, only 7% were so diagnosed. These 
findings seemed to suggest that the apathetic 
adjustment which was appropriate to life in 
prison camp was quickly abandoned once the 
man was removed from the stressful environ- 
ment. 

However, the psychological test data and 
closer observation indicated that underneath 
the more normal-appearing behavior lay con- 
siderable conflict, particularly concerning the 
expression of hostility. Only 24% of the 
test records resembled those of “normal” 
samples of soldiers tested in the U. S. Thirty 
percent of the records indicated the presence 


of severe emotional disturbance such as 
marked acting-out tendencies, strong anxiety 
or guilt, or trends toward thinking defects. 
The remaining 46% showed a marked con- 
striction of outlook consistent with varying 
degrees of “apathy,” but combined with 
strong pent-up aggressive-destructive feel- 
ings. 

The records of this third group were arbi- 
trarily delineated from the others on the 
following basis: Eleven or fewer responses 
on the Rorschach, mere description of the 
TAT cards or 1- or 2-sentence remarks enu- 
merating persons or objects, and 1- or 2- 
word cliches or omissions on the Sacks 
Sentence Completion items. The content of 
these records indicated considerable emo- 
tional flatness, attenuation of feelings, and 
an increased dependency on fantasy rather 
than motor outlets to relieve tension. In the 
instances where emotion broke through it 
was of an aggressive-destructive variety such 
as “two men pulling a man’s body apart, they 
have torn his chest open and ripped out his 
heart” (to card 3 of the Rorschach), or “a 
bat with its wings ripped off and split open” 
(card 5)". 

The content of the 800 TAT stories was 
grouped under the headings shown in Table 
1. In the “apathy” group 98% of the stories 
were omissions, card description, or depicted 
actions involving low mood tone and little 
interaction. Such a high degree of constric- 
tion would be expected in only 5-10% of 
groups of “normal” records(g), whereas it 
is present in 46% of the POW records. 

On the Sentence Completion items de- 
pendency needs, passivity feelings, and low 
mood tone were again evident. The lack of 
the usual varieties of affect was outstanding 
in the “apathy” records. Associations or 
stories revealing special personal interests, 
longings, positive drives, creative fantasies, 


™To check the reliability of the authors’ obser- 
vations, 20 randomly selected test batteries from 
this group were given to 3 psychologists who were 
asked to study the records and briefly characterize 
their outstanding features. The raters were told the 
age range and that these were service personnel. 
Each rater emphasized the low productivity, slow 
reaction time, and generally limited range of affect 
besides the obvious aggressive-destructive content. 
Each rater also pointed out that the group might 
appear emotionally flat and impoverished except for 
the latent destructive drives. 
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TABLE 1 
Revative Frequency or Tuemes on Ten TAT Capps 


Percent of stories 
\ 
Type of story Apathy Disturbed Normal 
1. Low mood tone, little interaction or activity.... (114) 31.0% (87) 36.0% (23) 12.0% 
(237) 64.0 (36) 15.0 (9) 40 
3. Omitted (can’t think of a story).............+. (12) 30 (2) 1.0 (0) 00 
4. Person interacts with environment to receive 
(eating, drinking, being helped).............. (5) 10 (67) 28.0 (55) 29.0 
5. Future action being planned................... (2) oO5 (48) 20.0 (103) 54.0 


and even the usual indexes of anxiety and 
hostility were practically absent in this group. 

Thus, psychological test data indicate that 
constriction and “apathy” were still evident 
1-2 weeks after repatriation in almost half 
of the group tested, and that underlying the 
“apathy” were excessive pent-up aggressive- 
destructive drives. 


DISCUSSION 


The foregoing data indicate that one of 
the most prevalent reactions of POW’s to 
severe and chronic physical and psychological 
stress is a withdrawal from involvement with 
the environment and a constriction of overt 
behavior and emotional responses. Such a 
withdrawal does not involve any disintegra- 
tion of the personality or the development of 
a psychotic adjustment. The person can 
maintain his ability to respond appropriately 
and is capable of distinguishing internal and 
external reality. He is aware of his surround- 
ings and what is going on but his own re- 
sponses to it are sharply inhibited and sup- 
pressed. It appears that even when such a 
defensive mechanism brings the person to 
death, no evidence of frank psychosis can be 
seen. We have called this pattern of symp- 
toms “apathy” and prefer not to think of it 
as an absolute state but as a syndrome which 
can be present in differing degrees. 

“Apathy” may be confused with 3 other 
psychiatric states. In catatonic stupor there 
is greater regression and complete with- 
drawal from reality. In psychosis there are 
bizarre thoughts and behaviors. In depres- 
sion, expressions of guilt, worthlessness, in- 
adequacy, and preoccupation with death are 
verbalized. In “apathy” such verbalizations 
are absent, thought remains rational, and 
emotions remain qualitatively appropriate 


even when they are quantitatively attenuated. 

The severity of the syndrome seems to 
vary with the degree of stress and deprivation 
in the environment, all the way from the less 
severe emotional withdrawal seen in POW’s 
after repatriation (the “playing it cool” re- 
action), to the more severe states reported 
in the temporary camps which sometimes 
resulted in death. Severe states such as the 
latter have been reported by Nardini(10) in 
American prisoners of the Japanese, by Tas 
(11), Cohen(12), and Bettelheim(13) in 
concentration camps, and by Greenson( 14) 
in World War II Air Force personnel sta- 
tioned at isolated outposts. 

Greenson postulated a dynamic formula- 
tion for the development of “apathy.” He 
states : 


The personality structure of the apathetic patient 
indicates 2 important changes: there is evidence of 
a regression to a passive, oral, narcissistic, libidinal 
level as well as a severe restriction of ego function- 
ing. ... In order to understand how deprivation 
causes apathy it is important to remember the basic 
needs for food and love in the human infant. In 
order to survive, food is necessary in the first few 
days of life. Love and its derivatives seem to be 
essential already in the first few months of life. 
Infants who are given the proper amount of physical 
care but who do not receive an adequate amount of 
mothering manifest the clinical picture of apathy (15, 
16). Early in the infant’s history the mother’s milk 
serves to gratify both the instinctual and the narcis- 
sistic needs(17). The helpless infant is utterly de- 
pendent on some adult for its physical and mental 
equilibrium. . . . The need to be loved, which was 
essential for the infant, diminishes with the develop- 
ment of the super-ego: self-esteem then provides 
much of the security formerly derived from being 
loved. To feel loved and cared for, to be needed and 
wanted, are nevertheless necessary for the main- 
tenance of self-esteem throughout life. . . . It seems 
that starvation plays a dual role in producing 
apathy. Physiologically the lack of adequate nour- 
ishment brings about a state of marasmus, the physi- 
cal response to the depletion of the essential bodily 
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needs. Psychologically, the lack of food is felt as 
loss of love. This loss of love then diminishes the 
feeling of self-esteem which results in the feeling 
of having been abandoned (14, pp. 295-297). 


Captives of the Chinese indicated not only 
a problem with starvation, but one which 
came from particularly acute feelings of 
abandonment because they were not at all 
sure that they would ever be repatriated. De- 
liberately fostered legends of banishments 
to Siberia or summary execution were suf- 
ficiently prevalent that many men felt truly 
without hope for the future. Under such 
conditions some seemed to return psychologi- 
cally to a state in which all power and author- 
ity were again seen as external to themselves. 

Accounts that men survived if a buddy 
cajoled or forced them into activity and sur- 
vival behavior, or the man’s realization that 
he had ties to loved ones at home, is gener- 
ally consistent with Greenson’s hypothesis 
that the regression is to an infantile state 
where one gains psychological sustenance 
from the fantasy of being fed by the mother 
who gives food and love. The buddy re- 
places the fantasied mother and becomes a 
reality object who feeds and loves, while the 
memory of the loved ones at home repre- 
sents a real object to whom one can return. 

The emotional withdrawal observed in the 
permanent POW camps (“playing it cool”) 
seems to differ both in degree and kind from 
the more severe “apathy” described above. 
The more adequate diet and improved living 
conditions reduced the threat of death from 
malnutrition and disease. The problem for 
the men was no longer merely to survive, 
but rather to avoid involvement in the various 
Chinese enterprises. 

Observations of repatriates after their re- 
turn from prison camp revealed this syn- 
drome in varying degrees. In effect, many 
of the repatriates behaved toward members 
of the psychiatric and medical teams as if 
they were still in prison camp and must avoid 
showing any feeling or initiating any action. 
Spontaneous behavior seemed to return 
within a few days, but close observation sug- 
gested that it was manifested only in situa- 
tions that allowed stereotyped responses or 
feelings to emerge. The psychological test 
data strongly suggested that in the majority 
of repatriates the “apathy” defense was still 


operating strongly as long as 2 weeks follow- 
ing repatriation. 

Part of the explanation for this continued 
utilization of “apathy” as a defense may lie in 
the fact that the repatriation was itself highly 
stressful in many ways. Many POW’s felt 
that they would not be welcome, and felt 
guilty for having been captured and in many 
cases for having cooperated with the enemy. 
They were faced with resuming many of 
the responsibilities of life back home, yet felt 
3 years “behind” in all their relationships. 
They had the problem of dealing with great 
quantities of pent-up hostility in an environ- 
ment where its proper object, the Chinese 
captor, was no longer present. Some days 
after repatriation such feeling began to be 
verbalized. The men expressed intentions 
of re-enlisting to fight communism on what- 
ever front developed, verbalizing an in- 
discriminate hatred of anyone or anything 
associated with communism ; they expressed 
proposals such as “one ought to blow up the 
Daily Worker building,” or “all commies 
should be deported, or sent to North Korea 
to see what it is like first-hand”; they were 
going to “slug” anyone who accused them 
of having collaborated, and they were going 
to “get the rats” who had. 

None of the intentions thus verbalized 
sounded as if they had been thought through. 
They sounded immature and as if they were 
motivated by a kind of indiscriminate need to 
hit back at anything for all the frustration of 
the past years. Yet it was clear that the feel- 
ings of hostility were so strong that the men 
were afraid to express them in action, lest 
they get out of hand, Therefore, the best way 
to handle them was to keep them bottled up, 
and to prevent further provocation by re- 
maining withdrawn and uninvolved with the 
environment. 

After these men returned home, anecdotal 
evidence indicated that problems of express- 
ing hostility continued, since a number of 
POW’s got into difficulty involving indis- 
criminate outbursts of misdirected aggres- 
sion. One may also conjecture that one rea- 
son for their strongly expressed desire to get 
together with other former POW’s was mo- 
tivated by the desire to express hostility to- 
ward the captors in fantasy, an activity which 
could be successful only among men who 
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shared the same feelings. Such get-togethers 
would protect the repatriates from misdi- 
rected outbursts by keeping the feelings 
within safe social bounds. The mutual sup- 
port which men could give each other in such 
groups by airing their respective problems 
and solutions also probably played a key role. 


SUMMARY AND CONCLUSIONS 


We have pointed out that one defensive 
adjustment of POW’s to stress is with- 
drawal. If the stresses are not too severe 
the person will withdraw physically if pos- 
sible, or in any case will refuse to allow 
himself to become involved with the environ- 
ment to as great an extent as possible. 
Certain kinds of overt behavior will be in- 
hibited and most emotional responses will 
be suppressed. If the environment is severely 
stressful and physically depriving as well, the 
individual may regress into a more complete 
withdrawal and adopt a maladaptive state 
of dependency in which he ceases to take 
care of himself even to the point of death. 
We have labelled this type of defense ‘“‘apa- 
thy” and distinguish it from states like cata- 
tonic stupor, or depression. “Apathy” ap- 
pears not to be a single absolute reaction, 
but a syndrome which can vary markedly 
in degree. One major symptom in the syn- 
drome is reduced or modulated affect, but 
only in extreme cases can one speak of true 
apathy or affectlessness. Other symptoms 
are listlessness, uncommunicativeness, lack 
of spontaneity, indifference, slowed reactions, 
lack of enthusiasm, and lack of initiative. 
It is important to note that underlying the 
overt lack of emotional spontaneity may lie 
great quantities of pent-up feelings, and that 


these will continue to be a problem to the 
individual when he is no longer in the en- 
vironment that produced the “apathy syn- 
drome.” 

The apathy syndrome serves to maintain 
personality integration in the face of severe 
reality and psychological stresses. 
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AN APPROACH TO ALCOHOLISM IN THE MILITARY SERVICE ** 


LOUIS JOLYON WEST, MAJOR, USAF (MC),* ano WILLIAM H. SWEGAN, 
MASTER SERGEANT, USAF,‘ San Antoni, Tex. 


In the old days it was traditional for the 
military man to be a hard-drinking fellow. 
The lore of the military service is filled 
with stories about alcohol, its consumption in 
large quantities, its procurement and con- 
cealment, and the various adventures associ- 
ated therewith. The role of alcoholic 
beverages in military society was generally ac- 
cepted and many aspects of social status were 
influenced by the use of alcohol. “Don’t 
trust a man who won't drink with you” has 
been a classical sentiment among soldiers 
through the ages. 

The past 15 years have brought many 
changes to military life. The nature of the 
present peacetime military establishment re- 
quires a high level of alertness and a greater 
degree of individual responsibility than ever 
before. The irresponsibility that often comes 
with chronic alcoholism cannot be tolerated 
in an effective modern military organization. 
Thus punitive regulations have been evolved 
which place chronic alcoholism on a par with 
criminality and sexual perversion, subjecting 
the alcoholic to discharge without honor as 
unfit. No provision is made for treatment. 
In fact, hospitalization for alcoholism is “bad 
time” during which the patient’s pay ceases. 

When unofficial acceptance of heavy drink- 
ing co-exists with strongly punitive official 
policies, a situation arises in which it is im- 
possible to determine accurately the inci- 
dence of chronic alcoholism. Physicians 
hesitate to make the diagnosis, labelling pa- 
tients as cases of polyneuritis, acute gastritis, 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J,, 
May 9-13, 1955. 

2 The opinions expressed in this article are the 
personal opinions of the authors, and in no way 
comprise official or unofficial policies or attitudes 
of the United States Air Force. 

* Professor and head, department of psychiatry 
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Service, 3700th USAF Hospital, Lackland Air 
Force Base, San Antonio, Tex. 
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neurotic depressive reaction, “medical ob- 
servation,” and the like. A firm diagnosis of 
chronic alcoholism depends considerably 
upon the history, and a man is unlikely to 
be frank with the doctor when he knows it 
will mean loss of pay and possible punitive 
action and disgrace. 

The commander also faces a dilemma. A 
40-year-old master sergeant with 17 years 
of honorable service, who has passed across 
the vague borderline between heavy drink- 
ing and chronic alcoholism, and who now is 
becoming less effective but is still a valuable 
person, must be brought in repeatedly for 
counselling. The commander finds that he 
cannot get the sergeant to “straighten out.” 
He must take action, so the sergeant is re- 
ferred to the medics. But the medics are not 
supposed to treat the sergeant as a medical 
problem, per se. Unless they are able to find 
some physical or psychiatric illness of a type 
and severity warranting separation from the 
service under medical regulations, the patient 
must be returned to his unhappy commander 
who has little choice but to wait until the 
unevitable failures on the job lead to the 
sergeant’s demotion, imprisonment, and 
eventual discharge with a piece of paper 
labelling him as an undesirable person who 
is ineligible for many veteran’s benefits and 
who could hardly be considered employable. 

There can be no doubt that chronic alco- 
holics are sometimes discharged medically 
with other diagnoses. Furthermore, many 
are separated under administrative regula- 
tions for a variety of reasons (ineffective: 
ness, repeated absences without leave, finan- 
cial irresponsibility, etc.), often following a 
series of trials by courts martial. Many do 
not re-enlist because they recognize that they 
are on the verge of serious trouble. Among 
officers it is even more difficult to evaluate 
the number of chronic alcoholics, many 6f 
whom are permitted to resign in lieu of trial 
by court martial for reasons such as “conduct 
unbecoming an officer.” 

Without even a good approximation of the 
number of chronic alcoholics in the military 
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service, it is impossible to estimate the cost 
of this disease to the government. Cost 
factors must include the value of those indi- 
viduals lost; the expense of their training ; 
the training of replacements ; hospitalization ; 
losses through accidents, errors in judgment, 
and substandard performance ; board actions 
and courts martial (a general court martial 
costs $4,320) ; maintenance of alcoholics in 
stockades and other confinement; and pen- 
sions for those who develop secondary 
physical or psychiatric disorders for which 
they are retired. 


THE PROGRAM 


In January 1953 a small experimental pro- 
gram was initiated at the 3700th USAF 
Hospital with the approval of the Hospital 
and Base Commanders and the Office of the 
Surgeon General. Treatment was offered 
to a selected group of alcoholics. Criteria 
for selection included: (1) proved value to 
the Air Force through a record of achieve- 
ment; (2) knowledge and approval of the 
patient’s commander ; (3) the economy that 
could be effected through successful rehabili- 
tation, without military risk. 

The program was not considered an ex- 
periment in the controlled sense, but rather a 
pilot study to work out methods for a pos- 
sible new approach to the problem of chronic 
alcoholism in the military service. 

Our working definition of chronic alcohol- 
ism was that used by Diethelm(1): “A pa- 
tient suffers from chronic alcoholism if he 
uses alcohol to such an extent that it inter- 
feres with a successful life (including physi- 
cal, personality, and social aspects), and he 
is either not able to recognize this effect, or 
is not able to control his alcohol consumption 
although he knows its disastrous results.” 
The therapeutic approach was based upon a 
concept of chronic alcoholism as an illness 
of multiple causation. Genetotrophic, hor- 
monal, neurological, psychodynamic, and so- 
cial factors were considered in each case. 
The various forms of treatment included a 
high-dosage vitamin regime, adrenal cortical 
extract, tetraethylthiuram disulfide (Anta- 
buse), chlorpromazine, reserpine dynamic 
psychotherapy, and Alcoholics Anonymous 
(A.A.). 

A model working arrangement was evolved 


in which the medical and A.A. programs 
were closely integrated. A noncommissioned 
officer, himself an experienced and active 
worker in A.A. for more than 5 years, was 
assigned to spend full time on the experimen- 
tal program. Experience proved that strictly 
military A.A. meetings, held on the base, 
were less satisfactory than those held by the 
regular civilian A.A. units in San Antonio. 
Accordingly, the A.A. guided prospective 
members to meetings as soon as possible after 
medical treatment was underway. Small 
group psychotherapy sessions were begun on 
the ward if two or more alcoholic patients 
chanced to be hospitalized at the same time. 
The A.A. worker, functioning as a psychi- 
atric social worker, interviewed the patient, 
his family, his commander, and others in- 
terested in his rehabilitation. Administrative 
difficulties (in which the patient was usually 
involved) were evaluated and realistic solu- 
tions were sought. Some sort of marriage 
counselling was nearly always required. 

The medical aspects of rehabilitation were 
based upon the initial examinations, the re- 
sponse to treatment of acute presenting 
symptoms, and the finding that no significant 
deterioration or serious permanent damage 
had yet occurred. 

Patients showing evidence of hypoadreno- 
corticism were treated with aqueous adrenal 
cortex extract (ACE) or in a few cases with 
Lipo-adrenal Cortex. The rationale and 
dosage schedules for this treatment were 
derived from the studies by Lovell and 
Tintera(2). 

All hospitalized patients were initially 
treated with therapeutic doses of vitamins. 
A number were maintained on high daily 
doses of vitamins (Tycopan) upon the find- 
ing of an apparent relationship between dis- 
continuance of the medication and recurrence 
of a sense of craving for alcohol. Doses of 
3 standard capsules, t.i.d., were employed, 
as originally described by Williams(3). 

Antabuse was administered to patients who 
requested it after having received an explana- 
tion of the benefits and risks involved, and 
who were considered by the physician to be 
suitable subjects. The precautions and gen- 
eral method of treatment were adapted from 
those originally cited by Jacobsen and 
Martensen-Larsen(4). The average mainte- 
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nance dose was 0.5 gm. daily. Discontinuance 
was worked out in each case according to the 
wishes of the patient, the judgment of the 
physician, and the evaluation of the A.A. 
worker concerning the ability of the patient 
to become a part of the A.A. program. 

Chlorpromazine (Thorazine) has been in- 
creasingly employed in recent months. It 
has proved to be very helpful in treatment of 
the acute symptoms of the newly-hospital- 
ized alcoholic patient. It has also been in- 
corporated into long-term therapy as a 
pharmacological supportive agent, to enable 
the patient to manage tension-laden periods 
without resort to alcohol and ordinary seda- 
tives while he is in the process of reorganiz- 
ing his way of life. Doses of 40 to 200 mg. 
daily are usually sufficient. After a stable 
period back on the job, the patient’s medica- 
tion is discontinued (usually with no prompt 
recurrence of symptoms of tension) and he 
keeps a supply on hand. When marked ten- 
sion and anxiety occur as a result of some 
stressful life situation, the patient takes 
chlorpromazine to obtain relief and thus di- 
minish the risk of turning to alcohol before 
he might be able to confer with the doctor 
or with the A.A. worker. Reserpine (Ser- 
pasil) has also been used with some benefit 
in this fashion. 

It was not felt that our limited study 
should attempt to test the rationale for these 
treatments ; their apparent contribution to the 
goal of maintenance of sobriety in any given 
case was deemed sufficient justification for 
their use. 

A few patients were able to obtain and 
utilize fairly intensive individual psycho- 
therapy. Most were of above average intel- 
ligence (although oversensitive ) and all were 
effective in their jobs when sober. Latent 
homosexual factors as a rule were not ex- 
plored; instead means were sought to 
strengthen those ego defenses that were al- 
ready available. In a few cases hypnotherapy 
was employed. Psychotherapeutic techniques 
varied from simple supportive methods to 
analysis and interpretation of previously un- 
conscious material. 

About two-thirds of the cases received al- 
most no individual psychotherapy after they 
were returned to a fairly stable pattern of liv- 
ing. The major influence of significance in 


these cases was that of A.A. Some patients 
did not enter into the A.A. activities with re- 
ligious fervor, but there were very few who 
failed to derive definite benefit from mem- 
bership in the organization. The key factor 
in the success of this aspect of the program 
was found to be the activity of the military 
A.A. worker. His availability and his fa- 
miliarity with the peculiar stresses of mili- 
tary life, together with his own typical his- 
tory, made him highly effective in dealing 
with the majority of patients treated. The 
therapeutic success of A.A. is of particular 
interest in view of the large number of 
“rules” of psychotherapy that it breaks with 
impunity, as pointed out by Tiebout(s5). At 
the same time, our A.A. worker found that 
his close association with a psychiatric unit 
definitely increased his effectiveness. 

A modest educational program was in- 
cluded in the contribution of the A.A. 
worker. This consisted of informal talks 
and lectures, films, pamphlets, and hygienic 
advice. Arrangements were usually made 
through the assistance of chaplains, line of- 
ficers, traffic safety project officers, training 
officers, and the like. 

Throughout the entire study a flexible at- 
titude was maintained, with the understand- 
ing that the treatment must meet the patient’s 
needs. Some patients rejected A.A. but were 
helped by psychotherapy. Others obtained 
little benefit from one form of medical man- 
agement, only to respond in a gratifying 
fashion to something else, or to a combina- 
tion of methods. A few received no apparent 
benefit from medical or psychiatric methods 
but were highly successful in their ability to 
utilize the spiritual aspects of the A.A. pro- 
gram. Such variability was to be expected 
in view of the heterogeneous population in- 
volved, with marked cultural and constitu- 
tional differences, and the relative influence 
of one or another of many psychodynamic 
factors, All cases had this in common: that 
a mounting feeling of discomfort was pres- 
ent, and that alcohol was needed to relieve 
this feeling, and that this need became so 
strong that the knowledge of the inevitable 
results did not suffice as a deterrent. The 
feeling itself might be anxiety, boredom, de- 
pression, tension, resentment or anger. 
Often there was very little insight regarding 
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these emotions. Precipitating factors might 
originate in the family, on the job, or on the 
basis of memories and fantasies. No single 
approach could rationally be expected to 
meet the needs of every patient. Experience 
taught us many lessons in selection of the 
right approach to each patient. In time these 
may be organized sufficiently to permit an 
increasingly reliable group of indications for 
any given treatment or combination of treat- 
ments. 

As it became known that help was avail- 
able, and that no punitive action was forth- 
coming against those seeking assistance 
under this program, increasing numbers of 
patients approached the A.A. worker for 
guidance before hospitalization became nec- 
essary. As a result, the proportion of cases 
in which little or no medical attention was 
required showed a steady increase as the pro- 
gram progressed. Unit commanders have 
been quick to take advantage of the possi- 
bility of retaining valuable people who are 
obviously in trouble, and the commanders 
themselves have made a number of referrals. 
One sizeable military installation nearby ini- 
tiated a somewhat similar program, after 
several of its key personnel received assist- 
ance at the 3700th USAF Hospital and sub- 
sequently demonstrated that rehabilitation 
was successful. 


RESULTS 


Successful return to duty, good perform- 
ance, and maintenance of sobriety are the 
criteria for evaluation of results, The success 
of the program cannot be measured easily, 
because increasing numbers of alcoholic air- 
men and officers are now seeking assistance 
directly from A.A. Information about the 
program has obviously been spread by word 
of mouth since its inception, and the humble 
educational projects have had a surprising 
impact. 

An analysis of the first 50 consecutive 
cases that were contacted since the experi- 
mental program began reveals that 16 re- 
ceived medical and psychotherapeutic help 
only ; 12 received assistance from A.A. only ; 
and the remaining 22 received combined 
medical and A.A. treatment. Patients ranged 
in rank from basic airman to colonel, The 


average length of service was 10 years, All 
of the basic airmen had previously held 
higher rank but had been demoted as a direct 
or indirect consequence of alcoholism. The 
follow-up period ranges from 5 to 29 months. 

Of the 50 cases, 26% (13 cases) are con- 
sidered as failures.* Five of these never ac- 
cepted themselves as alcoholics and refused 
to follow any advice that might lead to re- 
habilitation. An additional 10% (5 cases) 
could not be followed because of transfers 
overseas. Fourteen per cent (7 cases) are 
considered improved, and are doing well 
despite one or more episodes of drinking 
since rehabilitation measures were begun. 
The remaining 50% (25 cases) are much 
improved, with maintenance of sobriety from 
the beginning, and continuously successful 
performance of duty. 

The value of these results is difficult to 
measure, for reasons previously mentioned. 
The cost of the program itself has not been 
appreciable. There can be no question that 
nearly all of these men were on the verge 
of disaster in their military careers. Most 
of them would certainly have been lost to the 
service. The value of 25 highly trained air- 
men and officers of a variety of ranks and 
specialities defies calculation. Recently pub- 
lished figures(6) give the cost of replacing 
a man with 4 years of service at a minimum 
of nearly $15,000. A highly trained enlisted 
man, such as an electronics technician, is 
worth $75,000. Officers are even more ex- 
pensive to replace, and the training of a 
qualified pilot for jet bombers ranges up to 
a cost of $500,000. 

A conservative estimate of the cost of re- 
placement of an average patient in our suc- 
cessfully treated group is $40,000. Thus, 
looking at replacement-cost, and assuming 
(albeit gratuitously) that the 25 most suc- 
cessfully treated cases would otherwise have 
been lost and are now definitely saved, one 
arrives at a minimum figure of one million 
dollars. 


* At least 3 of these “failures,” having left the 
service, now report that they actually benefited con- 
siderably from the efforts that were made in their 
behalf. They give the rehabilitation program credit 
for the fact that they have adjusted successfully in 
civilian life with the maintenance of sobriety, in 
2 cases for over a year, :hrough civilian A. A. 
programs. 
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The total value of the program, however, 
is not reflected by such figures. It is of great 
interest to note that the original percentage 
of cases requiring medical management has 
steadily decreased, and that the number of 
spontaneous referrals to A.A. has increased. 
The number of air force personnel who re- 
cently have joined the ranks of the San 
Antonio A.A. represents a bonus in terms of 
preventive psychiatry. There is no way of 
knowing how many airmen and officers have 
been helped at still an earlier stage, through 
the educational program, becoming abstainers 
or rigidly controlled moderate drinkers be- 
cause of a heightened awareness of the 
dangers of chronic alcoholism. Furthermore, 
the military community benefits from the 
increased stability of each home formerly 
made chaotic by the alcoholic family-head, 
and the civilian community benefits in a 
similar fashion. 

The “success” of the program is not start- 
ling. In a way, it couldn’t fail, since it met 
a need that previously could not be met, al- 
though it should be pointed out that isolated 
programs involving treatment of alcoholics 
in the military service have previously been 
reported, such as that by Brown and Knob- 
lock(7). It may be that the time is approach- 
ing when a modification of official policies 
concerning chronic alcoholism will be forth- 
coming, similar to the change in policy on 
venereal disease that was so effective in 
cutting down the incidence of chronic in- 
fection. 

Based upon the results of this pilot study, 
and the lessons learned during the past 2 
years, the following points are offered as a 
basis for a new approach to chronic alcohol- 
ism in the military service: 

1. Recognition of the scope and signifi- 
cance of the problem should be given. 

2. An education program, service-wide, 
should be initiated. This should include the 
following points: (a.) Commanders, chap- 
lains, and physicians should be informed 
about basic facts concerning alcoholism, the 
kind of medical treatment that may be avail- 
able, and the desirability of forming a liaison 
with the local A.A. unit, preferably through 
an A.A. member in the command. (b.) 
Troops should be indoctrinated regarding 
the dangers of alcoholism, recognition of 


early symptoms, and the means for obtaining 
help without risk or stigma. Failure to seek 
such help, after the problein has been recog- 
nized, may then be considered reprehensible. 

3. Rehabilitation measures should be 
available at all major installations. 

4. Individuals seeking aid, or referred 
by chaplains and commanders before serious 
violations of military law have occurred, 
should be evaluated by a psychiatrist. If it 
is clear on initial examination that a full- 
blown neurosis or a psychosis is the primary 
problem, the patient can be separated through 
medical channels. If this is not the case, and 
the patient’s record shows him to be valuable 
when sober, a program of treatment and 
membership in A.A. should be attempted. 
If the rehabilitation program fails, or if a 
character disorder or immaturity reaction of 
major proportions is present (making the 
patient of doubtful value to the military 
service even should he maintain sobriety), 
a “general discharge” under honorable con- 
ditions, or separation for the convenience of 
the government, can be recommended. Such 
separations, being less desirable than a regu- 
lar honorable discharge, would usually be 
called for in the case of a relative newcomer 
to the service. But even if it should prove 
necessary in an older man, it would not de- 
prive him of the benefits of whatever worth- 
while service he had given, and would not 
stigmatize him as much as does an “undesir- 
able discharge.” Such punitive measures 
should be reserved for those individuals who 
have actually repeatedly violated military 
law, and who failed to present themselves 
for treatment of their alcoholism even though 
such treatment would now be available with- 
out risk. This latter change in policy would 
correspond in general with the newer policies 
concerning venereal disease. Naturally those 
who have had the full benefit of rehabilitation 
measures, and who subsequently get into 
serious difficulties, would be disposed of in a 
fashion appropriate to their actual misdeeds. 

It seems unlikely that major changes in 
the drinking habits of the community at 
large, civilian or military, will occur in the 
near future. An approach to alcoholism in 
the military service based on the points 
enumerated above will have the advantage of 
encouraging early referral, recognition, and 


a 
lo 
ae 
i 
7 
J 
Lob 
- 
| 
; 


1956] L. J. WEST AND W. H. SWEGAN 1009 


disposition. It will also have the advantage 
of saving many valuable men for the military 
service, with a considerable economy for the 
government. Furthermore, the civilian com- 
munity will benefit through better relations 
with the military, and fewer problems of 
ex-military alcoholics. Finally, there will be 
the gratifying knowledge that the military 
service has again been able to utilize, with 
profit, the latest advances of medical science, 
as well as the newest social method that has 
been evolved (A.A.) for meeting one of the 
oldest military problems. 


SUMMARY AND CONCLUSIONS 


The problem of alcoholism in the military 
service is briefly reviewed. An experimental 
program in rehabilitation is described, and 
the results in 50 cases discussed. These re- 
sults indicate that the program has been of 
value. The experience of the workers in this 
program provides the basis for a new ap- 


proach to alcoholism in the military service, 
one that stresses education for prevention 
and early recognition, encourages referral and 
self-referral for prompt evaluation and treat- 
ment of suitable cases, and provides for a 
more flexible, rapid, and effective means of 
disposition within the framework of existing 
regulations. 
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PORPHYRIA—A DECEPTIVE SYNDROME ' 
THOMAS N. CROSS, M.D., ANN Axgsor, 


Psychiatrists are often called upon to dis- 
tinguish between the “organic” and “psy- 
chogenic” factors in a case—to decide 
whether a patient is comatose or catatonic ; 
senile or schizophrenic. This is usually not 
too difficult, since most “organic brain syn- 
dromes” show characteristic confusion, dis- 
orientation, memory troubles, and so forth. 
However, some drugs, toxic conditions, and 
brain tumors(1) can produce deceptive 
states, some of which are even practically 
identical with schizophrenia(2). 

Perhaps the most deceptive syndrome is 
acute intermittent porphyria. This is a famil- 
ial metabolic disorder of the pyrroles, result- 
ing in the production of abnormal types of 
porphyrins, which appear in the urine. The 
accompanying symptoms of abdominal pain, 
muscle weakness, and psychic changes are 
extremely variable and may appear, at first 
glance, to have no “organic” basis. The emo- 
tional symptoms, which begin with irritability 
and tension, often progress to a schizo- 
phrenic-like psychosis, and, as Waldenstrom 
(3) says, it is easy to see why one might 
feel the patient’s problems were entirely 
mental, This becomes all the more true when 
the patient arrives with reports from spe- 
cialists in other fields who have found noth- 
ing after repeated examinations and labora- 
tory tests. The “index of suspicion” for 
porphyria is low and the temptation to make 
a “diagnosis by exclusion” may be too great. 


REVIEW OF THE DISEASE 


Porphyrins are pigments, forming part of 
the respiratory enzyme system. They exist 
in both free and combined states in the hu- 
man body; hemoglobin, cytochrome, and 
catalase, for example, are important porphy- 
rin compounds, and free porphyrins are in- 
volved in hemoglobin formation(4). There 
is some confusion over the terms “porphyria” 
and “porphyrinuria.” The latter describes a 
symptom, that of porphyrins appearing in the 

1 Read at the 111th annual meeting of the Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
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urine, This may be the result of various 
conditions. “Porphyria,” on the other hand, 
is a disease entity, with the formation of ab- 
normal porphyrins, one symptom of which is 
porphyrinuria. This constitutionally-deter- 
mined defect in metabolism was first clearly 
described by Giinther(5) and Waldenstrom 
(6). In recent years Watson and his associ- 
ates(4) have concentrated on this disease and 
have devised the simple “Watson Test” 
which aids greatly in its diagnosis. 

Various authors have subdivided porphy- 
ria in different ways(5, 6). Watson(4) de- 
scribes 3 types—the congenital, the acute in- 
termittent, and the mixed. The last two types 
he groups under “porphyria hepatica” and 
the first he terms “porphyria erythropoi- 
etica.” Since the first type is seen only in 
childhood, and the last has mostly derma- 
tologic symptoms, the acute intermittent type 
is the one of most interest to psychiatrists. 

This disease is seen primarily in females, 
who are afflicted about 4 times as often as 
males. However, Markovitz(7), in a recent 
review of 69 cases, noted a proportion that 
was more nearly even—3 :2. It usually occurs 
between the ages of 20 and 35. It is a rela- 
tively rare disease ; in the last 20 years, only 
25 cases have been diagnosed at University 
Hospital in Ann Arbor(8), which has about 
a 1,000 beds. 

Clinically, the patient is usually first 
troubled with abdominal pain, then with psy- 
chic changes, and last with neurological 
symptoms, the earlier manifestations continu- 
ing as the later ones develop. However, this 
sequence may be altered or even reversed. 
Throughout the course of the disease there 
are often sudden and rather complete periods 
of remission of varying lengths. If the pa- 
tient is given large amounts of barbiturates 
at these times, there is considerable evidence 
that this may precipitate a new attack (6, 14). 

Most porphyric patients first notice colic- 
like abdominal pain, accompanied by nausea, 
vomiting, and severe constipation. A surgeon 
is then usually consulted. Since the absence 
of diarrhea tends to rule out a gastro-in- 
testinal infection, appendicitis is often con- 
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sidered as a diagnosis—although there is usu- 
ally no fever, leukocytosis, nor abdominal 
rigidity—and a laparotomy is undertaken(9). 
The patient is often worse following the 
operation, where no pathology is found ; she 
shows marked signs of anxiety and irritabil- 
ity, and these symptoms, together with the 
extreme variability of her pain, lead the 
doctor to wonder if she is not suffering from 
emotional difficulties. He often feels this 
diagnosis is confirmed when, as frequently 
happens, the patient’s complaints and irri- 
tability then give way to a grossly psychotic 
state. In this, the patient shows some “or- 
ganic” signs, with confusion and disorienta- 
tion, but these may be hidden by other symp- 
toms suggesting schizophrenia. The patient 
is inappropriate, noisy, and argumentative. 
She complains bitterly of her abdominal pain. 
She may have auditory hallucinations in ad- 
dition to the visual ones often experienced 
by “organic” patients (for example, that of 
seeing insects crawling on the bed, or the tra- 
ditional “pink elephants” of the alcoholic). 
Thinking these patients to be schizophrenic, 
psychiatrists have subjected them to sug- 
gestion, psychotherapy, EST, and commit- 


ment(3, 7, 10). The neurologic symptoms” 


then appear. These may be somewhat vari- 
able, but usually consist of the signs of a 
peripheral neuritis. A gradually-increasing 
paresis begins in the arms and legs. This 
is frequently mistaken for some nonspecific 
“toxic” paralysis, poliomyelitis, or the Guil- 
lain-Barré syndrome. Ankle and knee jerks 
disappear, usually in that order ; indeed, it is 
possible to see ankle clonus when the patellar 
reflex is absent. Convulsions may occur. 
Minor sensory changes are seen infrequently ; 
bulbar signs may be present in the more 
severe cases. A mild hypertension is often 
noted. Throughout the course of the disease 
the patient loses much weight and by this 
time may become quite cachectic. 

All routine laboratory examinations may 
be entirely normal, The most likely ab- 
normality to be seen is in the color of the 
urine. Although the voided urine during an 
acute attack may have a normal yellow color, 
it usually has some reddish tinge, varying 
from a pale pink to a deep red depending 
upon the amount of porphyrins excreted. In 
any event, the Watson test for porphobilino- 


gen is almost always positive in this type of 
porphyria, when performed on a fresh sample 
of urine during an acute attack. 

Many different types of treatment have 
been tried. Any evaluation of these attempts 
is very difficult, however, since untreated pa- 
tients usually show marked ups and downs 
in the course of their disease. Some neurolo- 
gists feel that the administration of calcium 
gluconate is distinctly beneficial, in view of a 
long-held idea that it “binds” the porphyrins 
and reduces their biood level. ACTH has 
been tried without notable success. Massive 
doses of various vitamins have been inef- 
fectual. In summary, it would appear that 
no treatment can be proven to have been 
helpful. 

It is easy to see why the diagnosis is usu- 
ally missed. It is a rather rare disease, only 
vaguely remembered from some lecture years 
ago in medical school. Indeed, it may not 
have been mentioned there at all, since many 
of the textbooks fail to include any descrip- 
tion of it whatsoever, The patient is usually 
brought to the psychiatrist in a grossly psy- 
.aotic state, with a history that she has been 
complaining bitterly of abdominal pain, which 
has been very variable and for which no 
reason could be found when she underwent 
a laparotomy. She states she is unable to 
walk, but several authors have specifically 
mentioned that these patients’ paralysis ap- 
pears to be in considerable degree under 
volitional control and often improves re- 
markably with firmness and suggestion. This 
feature was noted in our two cases presented 
here, One wonders if this would be any more 
true for this disease than for any other 
“organic” paralysis. In any event, this may 
also lead the psychiatrist astray. 

Oftentimes the patient has a strikingly neu- 

rotic history. Giinther(11) felt that there 
was a distinct “nervous constitution” or back- 
ground for this disease, and Roth(12) went 
so far as to state: 
(Porphyria) occurs with special frequency, if not 
exclusively, amongst people with severe, neurotic 
personality disorders ... It is probable that the 
psychoneurosis plays an important part in the patho- 
genesis of the disease, and in determining the time 
of onset of the acute attack. 


He points out that Eldahl(13) noted an at- 
tack that occurred two days after an upset- 
ting incident. However, since the disease 
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concentrates in certain families, and is appar- 
ently due to an irregularly-expressed domi- 
nant gene, it would appear that caution is in 
order in suggesting emotional conflict as an 
important etiological factor. Were these pa- 
tients, as a group, really any more neurotic 
before becoming ill than a similar group of 
men and women in their ‘teens and twenties ? 
Even if they were, what would be the precise 
significance of this? In a disease that is 
characterized by many attacks, would we not 
expect some of the attacks to occur at times 
of emotional stress? Sweeping assertions 
about the importance of psychogenic factors, 
especially in diseases of metabolism, are open 
to the charge of belonging to the post-hoc, 
ergo-propter-hoc category. 

A more cautious evaluation has been made 
by Visher and Aldrich(14). They correlated 
the urine coproporphyrin levels with the pa- 
tient’s emotional state over a period of 
months, and presented evidence that psychic 
factors apparently did play a role in the 
course of their patient’s illness. Further 
studies along these lines would be most inter- 
esting. 

In summary, if the “index of suspicion” 
for porphyria is low, the psychiatrist can 
easily be led astray by the complaints of vari- 
able pain and weakness, the psychotic state, 
and the negative laboratory findings. If he 
fails to note the presence of paresis, with di- 
minished or absent reflexes, and does not do 
the specific Watson test, it is easy to see why 
he may think the patient schizophrenic. If, 
however, the triad of abdominal pain, paraly- 
sis, and psychic changes is being carried in 
even a rather remote corner of his mind, the 
diagnosis will present no difficulties. 


CASE PRESENTATIONS 


Mrs. T., a 22-year-old married woman, was ad- 
mitted to the hospital because of her bitter com- 
plaints of abdominal pain, with threats of suicide. 
She also had seemed confused and hallucinated at 


times. 

The family stated she had always been somewhat 
“nervous.” Her husband felt she had tended to re- 
ject their ene child. Five months before admission, 
she had “flu” and, complaining of abdominal pain, 
was admitted to a local hospital, where she seemed 
somewhat confused. She was discharged, the im- 
pression being that she was “neurotic.” She went 
to another hospital, where her appendix and a 
“cyst of the ovary” were removed. Following the 


operation, the patient was disoriented and thought 
she saw insects on the walls and windows. She im- 
proved and returned home where she felt better for 
some weeks. She became pregnant and again began 
complaining bitterly of pain in her back, legs, and 
abdomen, making wild threats of suicide. She was 
readmitted to the first hospital mentioned above, 
where she angrily complained that nothing was 
being done for her. She seemed very confused, 
sometimes did not recognize her family, and roamed 
about the hospital corridors. She was then admitted 
to the Neuropsychiatric Institute. 

She was noted to be an emaciated, dehydrated 
woman who complained bitterly of pain and weak- 
ness, constantly demanding morphine. Her initial 
physical, neurological, and iaboratory investigation 
revealed only that her reflexes were hypoactive 
throughout, her ankle jerks were absent, and her 
blood pressure elevated to 138/100. Her reflexes 
subsequently became normal or even hyperactive, 
and her blood pressure returned to normal limits. 
Routine urinalyses repeatedly revealed no abnor- 
malities. No reddish tinge was ever noted in her 
urine, but then we were not looking for it and may 
have missed it. She was noisy, demanding, and 
irritable, complaining of a wide variety of symptoms 
in addition to the abdominal pain. She usually was 
well oriented but occasionally appeared confused 
and her behavior inappropriate. She displayed visual 
hallucinations, on one occasion saying she saw a pa- 
tient sitting on the windowsill of a nearby building. 
Her diagnosis from psychological tests was “con- 
version hysteria with phobias and depression in an 
immature, narcissistic young woman.” Her clinical 
picture did not seem explained on merely psycho- 
logical grounds; we suspected some types of 
toxemia, but normal urinalyses and other tests 
seemed to rule this out. Consultants in internal 
medicine and gynecology could suggest no “organic” 
basis for her complaints, which tended to lead us 
further astray. We finally concluded, quite er- 
roneously, that her clinical picture was explained 
by a profound personality disorder, with some evi- 
dences of schizophrenia. We found that her com- 
plaints lessened when she was treated with firmness, 
and she gradually improved until she was able to 
walk and felt little pain. She returned home but 
subsequently became worse and was committed 
from there to a state hospital, where prominent 
neurological signs were noted by a consulting neu- 
rologist and the diagnosis of porphyria was made. 
In subsequent years she has done poorly, being in 
the state hospital most of the time. 

Less than a year later, Mrs. L., a 24-year-old 
housewife, was seen in our out-patient department 
for evaluation. She was referred by a psychiatrist 
at a hospital nearby, who felt she was schizophrenic. 
The social service history revealed that she came 
from a difficult family background, with a hostile, 
domineering mother and a passive father. She had 
had asthma since the age of 2. Her mother was 
extremely possessive and clinging, not allowing her 
to play with other children and, later, frowning on 
all dates. When she went out with her husband-to- 
be, the mother refused to even meet him until the 
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day before the marriage. The patient got along 
rather poorly with her husband. A year before she 
was seen here she became pregnant and developed 
some low back pain. This was worse after delivery 
and, 3 months before coming here, she was advised 
to undergo total hysterectomy. She consulted an- 
other physician in Canada who also advised opera- 
tion. He insisted on using a spinal anesthetic, 
forcing this on the protesting patient, who had al- 
ways heard that this could cause paralysis. The 
day after the operation, wherein he removed the 
appendix and “adhesions” from the ovaries, the pa- 
tient was unable to walk. She was seen by several 
doctors, including a psychiatrist, who felt that her 
problems were psychogenic. She was then troubled 
with urinary incontinence, which made her husband 
so “disgusted” with her, as he put it, that he left to 
live with his mother. A month and a half before 
coming here, she was admitted to a well-staffed 
psychiatric hospital in a nearby city, where she 
showed marked weakness and emaciation. She re- 
vealed a flat affect and had auditory and visual hal- 
lucinations. Laboratory studies, including routine 
urinalysis, were reportedly negative. She was felt 
to be a hebephrenic schizophrenic. She stayed there 
only a week and then, for financial reasons, came 
here. She was brought in on a stretcher, an emaci- 
ated woman complaining of marked paresis. She 
spoke first of various emotional problems but the 
presenting triad of pain, paralysis, and psychic 
changes, together with her mother’s report of her 
urine being dark on occasion, led to our doing a 
Watson test which proved to be strongly positive. 
She was transferred to the neurology service, where 
she improved in ensuing weeks and was soon dis- 
charged home. She has done very well since, work- 
ing at an 8-hour-a-day job, with only a minimal 
weakness of her legs remaining. 


SUMMARY AND CONCLUSIONS 


Most “organic brain syndromes” are not 
difficult to diagnose. However, some “or- 
ganic” states resemble schizophrenia, and this 
is particularly true of the acute intermittent 
type of porphyria. Here, the variable pain 
and paralysis and the prominent psychic 
changes can easily lead to errors in diagnosis 
—as recounted in the cases presented—unless 
this classical triad is kept in mind as being 
characteristic of porphyria. 

Early diagnosis would prevent unneces- 
sary surgery and psychotherapy, the admin- 
istration of drugs which can precipitate an 
attack, and even commitment as a schizo- 
phrenic. It is likely that there are undiag- 
nosed porphyrics in the present mental hospi- 
tal population of this country; we should 
therefore routinely do a Watson test on any 
patient—especially the young female—who 
is troubled with unusual abdominal pain and 


any sort of psychic disorder, with or without 
any concomitant neurological symptoms be- 
ing present. 

Little mention has been made of this dis- 
ease in the past, because it has been thought 
to be very rare. However, an average of 
more than one case a year is seen at our 
1,000-bed hospital, and it has often been 
shown in the past that when attention is 
focused upon supposedly “rare” diseases they 
are found to be much more common than 
previously supposed. 
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DISCUSSION 


Hersert Weiner, Carr. M.C.,, U.S.A.R. 
(Washington, D.C.).—Dr. Cross has rendered 
signal service by pointing out some of the pitfalls 
in the diagnosis of a fascinating disease entity the 
psychiatric elucidation of which has fallen behind 
the gradual biochemical and neurological unravel- 
ling of its mysteries. 

Approximately 350 cases of porphyria are now 
extant in the literature, each highlighting the ex- 
tremely variable symptomatology of the disorder. 
Generally, if the well-known triad of abdominal 
pain, neuropathy, and psychotic reaction be present, 
the diagnosis is not impossible. But if only one of 
these symptoms—none of which is specific—obtains, 
then only the chance finding of the urinary abnor- 
mality may lead to a correct diagnosis. Even here, 
there are pitfalls; for the presence of abnormal 
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porphyrins in the urine during the acute attack may 
be extremely evanescent or entirely lacking. 

One of the many enigmas of this disease is the 
exact delineation of pathogenesis and the nature 
of the psychiatric picture. Both in the intermittent 
form and the mixed, hepatic form, the familial, 
metabolic defect is present from birth, yet attacks 
may occur unpredictably except in the toxic vari- 
ant; and many different precipitating causes—phys- 
ical trauma, anxiety, infection, etc.—have been im- 
plicated. Nor is the question why symptoms occur 
independentiy of each other by any means settled. 
It can be said, however, that it is not the presence 
of uroporphyrin or coproporphyrin isomers that ap- 
pears responsible for the symptoms, as these sub- 

stances appear in other disease entities not thus 
’ characterized. However, it may be that porphy- 
robilinogen is the agent causing the neurologic and 
psychiatric symptoms; in the mixed form of the 
disease, the presence of this substance is obligatory 
for their production. Nor is the question at all 
settled as to how these metabolites produce their 
neural effects. Is it directly, as evidenced by their 
presence in autonomic ganglia and cerebral tissue 
in porphyria (although they may normally occur 
there) or indirectly by hypoxia, ischemia, or vaso- 
constriction? All of these mechanisms have been 
implicated, and might explain the neuropathological 
lesions in peripheral nerve, nerve cells, and white 
matter. 

Yet not even these fully afford an explanation 
of the extreme variability and transience of the 


neurological symptoms; or the fact that in some 


patients they have been proven to be either in part 
or wholly hysterical in nature; or that only 40% 
of all patients with porphyria develop these almost 
uniformly, fatal neurological defects. 

As to the psychotic reaction, symptomatology 
ranges the gamut of major mood, thought content 
and behavioral changes. Again not all patients de- 
velop a psychotic reaction, but apparently only those 
who have a psychological predisposition, in the 
form of neurotic or personality difficulties. Secondly, 
I suggest that as in other metabolic diseases, re- 
gardless of cause, the fundamental difficulty is a 
disturbance of consciousness which may even deepen 
to stupor or coma in porphyria. Little attention 
has been given to this aspect of the illness as the 
more dramatic behavioral manifestations are mis- 
leading. Some confirmation, however, comes from 
EEG studies in the French literature; diffuse slow 
wave activity having been found in porphyria where 
the level of attention was impaired. This finding 
is entirely in keeping with the diagnosis of delirium 
as defined by Romano’s and Engel’s now classic 
studies. 

However, the psychosis may in addition have 
other roots—some authors have indicated that its 
onset coincided with the threat of surgery for the 
abdominal symptoms, and was rapidly resolved by 
ECT. 

Whatever the final elucidation of these un- 
answered questions, I would like to thank Dr. Cross 
for again bringing this syndrome to our attention: 
before we can go further in clarifying it, we must 
be conscious of it! 
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DEFENSES: THEIR NATURE AND FUNCTION ' 


JOHN R. REID, Pu. D., ano JACOB E. FINESINGER, M. D.? 
Ba.timore, Mp. 


In psychiatry we hear a lot of talk about 
defenses. One gets the impression that they 
are very special and esoteric mechanisms or 
psychic structures, and that before Freud 
little was known about them and even less 
understood. There is some truth in this, but 
it violates common sense and fails to do 
justice to the extent and variety of man’s 
defenses. While we shall not here try to take 
the problem into the laboratory, we should 
at least like to get it off the couch, walk 
around it, and look at it from all sides. By 
this maneuver we may stumble on a fresh fact 
or get a new idea. In any event, we shall 
get some much-needed exercise. 

Whitehorn * stressed the importance of 
understanding and misunderstanding in psy- 
chotherapy. Similar problems of communica- 
tion are often raised, when doctors come to- 
gether at scientific meetings and read papers 
to one another. Authors may be asked, with 
varying degrees of puzzlement and hostility, 
“What was your purpose in writing this 
paper?” So let us hasten to explain that our 
chief purpose is to analyze and try to clarify 
some uses of the term “defense” and to sug- 
gest some ways of classifying various kinds 
of defenses. This paper does not purport to 
be a theory of defenses, with an adequate 
empirical account of their origins, develop- 
ment, and consequences in behavior, normal 
or abnormal. Such a theory, could it be pre- 
sented in 20 minutes, would certainly be a 
far more important contribution to knowl- 
edge in this obscure but vitally important 
area of psychiatry. But knowledge presup- 
poses understanding, and the more modest 
task of looking at our verbal tools and of 
examining the concepts we employ is logically 
a necessary condition of formulating, let 
alone factually testing, such a theory of de- 
fenses. While affirming or denying the truth 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 The Psychiatric Institute, University of Mary- 
land, Baltimore, Maryland. 

*Am. J. Psychiat., 112: 328, Nov. 1955. 


of propositions seems to be, for most people, 
a far more gratifying activity than is analyz- 
ing the possible meanings or relevance of 
these propositions, this latter activity is no 
less essential for being generally unpopular. 
As some cynic has said, “A meaningless noise 
divides us least,” but—as the great Spinoza 
taught—insofar as we are truly rational, we 
shall in fact agree: precisely because, in be- 
coming rational, we shall have clarified our 
verbal muddles and transcended our passion- 
ate biases and attained clear and adequate 
conceptions of the order of nature. 

We shall start by considering a few ex- 
amples of the ways in which we use the word 
“defense.” If, when threatened by an armed 
hold-up man, we shoot and kill him, we plead 
self-defense. If we have the necessary horse- 
sense, we come in out of the rain; and thus 
we defend ourselves against discomfort or 
injury. If a normal child, attracted by the 
color, reaches out and touches a red-hot 
stove, he quickly withdraws his hand and 
probably cries out in pain; or if a bright 
light is thrown into his pupil, the pupil 
instantly contracts. These and many other 
so-called protective reflexes have an adaptive 
function in avoiding pain and injury and so 
“defend” the organism against a number of 
recurrent dangers.” At the biochemical and 
physiological level there are, of course, a 
large number of homeostatic mechanisms, 
which (if functioning healthily) maintain 
within tolerable, if not always optimal, limits 
a wide range of variables, such as body 
temperature, blood pH and pressure, glucose 
concentration, or electrolyte balance, this 
whole set of interrelated mechanisms having 
the “purpose,” as the teleologists say, of 
maintaining the constancy of the internal en- 
vironment, which in turn is, in Claude Ber- 
nard’s famous phrase, a necessary condition 
of the free life. Finally, to move back into 
the psychological area, if we repress sexual 
or aggressive impulses, because of the anx- 
iety their conscious acceptance or expression 
would involve, the word “repress” in this 
context would (in terms of analytic theory) 
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imply the operation of an ego-defense mecha- 
nism, 

These examples may serve to illustrate the 
wide range of reactions—from the molecular 
level up through the cellular, the organ, the 
reflex, to the more complex sign-mediated 
levels of behavior—that function so as to 
prevent suffering and to maintain the vital 
integrity of the organism. As everyone 
knows, if certain essential substances, such 
as air, water, and food are not adequately 
supplied from the environment these biologi- 
cal functions begin to break down, and vari- 
ous symptoms result—dysfunction leading 
in time to discomfort, and, in the more ex- 
treme cases, to disease and even death. There 
are, of course, too, all kinds of traumatic 
factors and pathogenic agents that may result 
in accidental injury or in organic disease. 
Against all these dire contingencies the 
organism has “defenses,” many of them, so 
to speak, “built in” by a nature at least be- 
neficent enough to permit it to survive, even 
if not exempt from trouble or suffering. 

As the above examples indicate, the word 
“defense” is used in various ways in different 
contexts—like every other important word in 


our “natural” language. But in any given 
context, we must be careful that this potential 
ambiguity does not mislead us. Thus we have 
seen that a large number of biochemical and 
physiological mechanisms are so interrelated 
and coordinated that they undoubtedly have 
high adaptive value, and, in numerous in- 


stances, are necessary for survival. Given 
the requisite state of health, these homeostatic 
mechanisms work “automatically” independ- 
ent of conscious thought and direction. But 
are these homeostatic mechanisms “pur- 
posive” in function? Certainly not, if a 
necessary part of what we mean by “purpos- 
ive” is that these intraorganic functions are 
carried out with conscious ends in view, or 
that the adaptive value of a certain reaction 
is anticipated, and is hence performed for the 
sake of realizing this value. The human 
organism as a whole does, of course, fre- 
quently behave in this way, and its capacity 
for the conscious pursuit of such good “ends” 
is one reason Aristotle called animals like us 
“rational.” But our individual cells, or 
organs, or reflex arcs, do not in this sense 
behave purposively. On the other hand, if 


we mean by “purposive” that a process is a 
necessary condition for survival, or—less 
stringently—that it contributes to organismic 
efficiency or helps to maintain the organism 
in a state of health and comfort, then hun- 
dreds or thousands of reactions are “pur- 
posive,” depending upon the scale of our 
analysis. 

Similar distinctions need to be made, if 
we ask whether these homeostatic processes 
are “defenses.” They are, if we mean that 
when working efficiently they help to pre- 
vent maladjustment to the environment, or 
internal breakdowns of various kinds; or 
that these processes contribute generally to 
the maintenance of a state of comfort and 
health. Surely, to an enormous extent, the 
avoidance of an endless variety of pains and 
miseries and inefficiences and failures or, on 
the other hand, the enjoyment of feeling well 
and happy, depends upon the unconscious 
operation of such lower-level “defenses,” 
which, because they do not have to be learned 
and do not require conscious regulation, free 
our higher centers for problem solving, 
theory construction, and artistic creation 
which distinguish us as rational human 
beings. 

But, if I am in an overheated room, I may, 
before I automatically start sweating, open 
the windows, turn on the electric fan, or re- 
set the thermostat. If I do any of these 
things, I am, of course, behaving purposively. 
Such purposive acts are means-end opera- 
tions, and while they may become more or 
less habitual and actually require little con- 
scious direction, they serve, generally speak- 
ing, to avoid various forms of pain or dis- 
comfort, ill health or failure, or to attain 
numerous positive values. A wide range of 
food-getting, mate-seeking, work-performing 
activities fall into this category of purposive 
actions. By them our needs and desires are 
largely satisfied. While these satisfactions, 
and the behavior leading to them, depend 
partly on prior learning, as well as on bio- 
logical maturation and the current internal 
state of the organism, they also depend partly 
on the immediate external environment. For 
without this environment to “support” the 
behavior and without appropriate modifica- 
tions of it produced by the organism’s inter- 
actions with it, these means-end operations 
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could not be performed and hence could not 
be successful, i.¢., lead to impulse satisfaction, 
to need gratification, or, more generally, to 
tension reduction. 

Such means-end or goal-directed behavior 
is by definition purposive, but is it defensive ? 
Certainly some of it is; the only arguable 
question is whether it all is, or how much of 
it is. Whenever we try to change our envi- 
ronment in order to bring about some better 
state of biological adjustment, or to forward 
our self-development and self-realization, or 
reduce pains and increase pleasures, it is 
quite possible to say that we are expressing 
or building up our so-called “allopathic” de- 
fenses. This usage is more appropriate when 
the behavior is viewed as consciously avoid- 
ing some external danger or as circumventing 
a future one. But with a little ingenuity this 
kind of defensive motive—if not in the sense 
of a consciously intended result, then as an 
accepted and preferred one, when it occurs— 
can reasonably be imputed to most, if not all, 
means-end behavior. 

So far we have roughly distinguished two 
kinds of defenses. The first, homeostatic 
mechanisms, which operate unconsciously, 
are in one sense nonpurposive, and are evi- 
dently the product of evolution, heredity, 
and maturation, with individual learning, in 
the process of ontogenesis, playing a rela- 
tively minor role, even though a number of 
these processes may be set off by conditioned 
stimuli and be, to some extent, modified by 
learning. These mechanisms constitute neces- 
sary conditions of survival, and their healthy 
operation in turn conditions our efficiency 
and happiness. These homeostatic mecha- 
nisms we call intraorganic defenses. 

The second kind is the overt-behavioral 
defenses. These adaptive behaviors may be 
and often are consciously directed and prob- 
ably all of them, in varying degrees, are 
cognitively mediated. As such, they pre- 
suppose appropriate kinds of docility, and 
their spatio-temporal patterning is largely 
learned. Hence, understanding their form, 
their meaning, and their adaptive role re- 
quires a fairly intimate knowledge of the bio- 
social history of the individual, and there- 
fore, of his culture. When these behaviors 
are negatively directed their defensive func- 
tion is plain enough. It is carried out largely 


by physically altering the environment or 
one’s spatio-temporal relations to it, as well 
as by employing a wide range of sign-using 
maneuvers by which other people’s behavior 
is at least partly controlled. Such defenses, 
if intelligently adaptive and not neurotically 
hypertrophied or otherwise inappropriate, 
constitute means-end operations that are also 
necessary for survival, particularly in highly 
complex and rapidly changing environments. 
Their rational use is. what is generally re- 
ferred to as “dealing realistically” with our 
problems. 

A third kind of defense we call, with some 
operational contextual misgivings, but fol- 
lowing a well-established verbal convention, 
intra-psychic defenses. These are usually 
labelled “ego-defense mechanisms.” 

The qualification “ego-defense” is mis- 
leading, unless it is recognized that both 
intraorganic and overt-behavioral defenses 
themselves variously condition, although by 
somewhat different causal routes, the ego 
and its functions, defensive and otherwise. 
They also, directly or indirectly, tend to 
reduce anxiety and, when healthy, to 
“strengthen” the ego, thus decreasing its vul- 
nerability. Hence, ultimately, by short or 
long causal chains, with or without learned 
connections, all our defenses protect the ego 
from anxiety and suffering by helping to 
maintain the organism in a state of health 
and efficiency, by keeping it reasonably well- 
adjusted to its physical and social environ- 
ment, or, finally, by altering, through what 
are usually deviations from well-justified 
norms of interpretation, the meanings and 
values of experie=ce. 

Whether ego-defense mechanisms are best 
conceived on the model of reflexes or habits 
(to mention only 2 possibilities) is a contro- 
versial issue. In any event, they are involun- 
tary and to a considerable extent uncontrol- 
lable, and, when activated, they work quickly, 
automatically, and unconsciously. Some of 
them, at least, are to be found in many, if not 
all, people, and often appear to be “un- 
learned.” This latter hypothesis would imply, 
for example, that while we learn what to re- 
press, or even that repressing it, because of 
the immediate tension reduction, is the easiest 
way out of conflict, we do not need to learn 
how to repress it. Or if, as some environ- 
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mentalists assert, both the defense mecha- 
nism itself and its various behavioral expres- 
sions are “learned” (letting lie the sleeping 
ambiguities of this term), no one will dispute 
the fact that defensive tendencies, once in- 
grained and hardened into need-reinforced 
habits, are very difficult to unlearn, their 
rigidity and unmodifiability being notorious. 
But while defensive tendencies are thus 
“natural,” and presumably species-wide, dif- 
ferent personality types, ¢.g., the hysterical 
or the obsessional, may characteristically use 
or “favor” different mechanisms. Also, the 
particular culture-pattern (how repressive it 
is, for example, or the prevailing mores about 
responsibility and guilt) will surely influence 
what ego defenses are primarily used as well 
as the pattern of their overt expression. 
Finally, the ego-defense mechanisms are 
“purposive” in the somewhat Pickwickian 
sense that Freud made popular ; that is, they 
operate preconsciously to block the emer- 
gence of interpretations that would otherwise 
mediate the arousal of guilt feelings and other 
forms of conscious anxiety. While the re- 
sulting negative good is consciously enjoyed, 
it has not been sought as an end-in-view, 
nor has the defense mechanism that brings 
it about been consciously employed as a 
means for this purpose. Hence the as-if 
character of the purposiveness involved, al- 
though, in the sense intended, this does not 
impugn its reality nor destroy the clinical 
significance of the phenomenon. 

In addition to their common function in 
preventing or reducing conscious anxiety, do 
ego-defense mechanisms exercise this func- 
tion through the operation of a common 
mechanism? Let us look at a few examples. 
The mechanism of repression alters the 
process of sign-functioning by breaking as- 
sociative connections—presumably in the pre- 
conscious—that are necessary for the emer- 
gence into consciousness of some impression 
or idea, and thus prevents the awareness of 
some ego-alien meaning. In some cases, as 
in hysterical blindness or deafness, the de- 
fensive process even affects the sensory core 
of experience, so that visual or auditory im- 
pressions are kept out of awareness ; in the 
case of hysterical paresthesias, abnormal sen- 
sations enter instead ; and in the case of dis- 
placement, a sensation, in some ways similar, 


but with a different somatic locus, is per- 
ceived, as a defensive substitute for the ex- 
pected (in view of the stimulus) or “normal” 
sensation. In the case of projection, the 
threat, implicit in certain self-references, is 
sufficiently great to disorganize more seri- 
ously the whole motor-cognitive apparatus, 
so that the anxiety-charged inner process, 
e.g., the paranoid’s homosexual tendencies, is 
referred to some other person. This kind of 
ego defense is, of course, often combined 
with denial, as if the patient wishes to make 
doubly sure that he will not be thought guilty, 
not only by denying that the alien impulse 
is in himself but also by affirming that it is 
in someone else. There is cunning logic in 
this (and paranoids are nothing if not logical, 
in a limited sort of way), for a negative 
proposition, even if not universal, is harder to 
prove than an affirmative one. This, plus the 
personal locus of moral responsibility, helps 
to explain the ego-appeal of projection as a 
defense against unacceptable or seriously up- 
setting impulses. 

All these defense mechanisms operate so 
that certain sensations or ideas are either 
blotted out completely, producing blind spots 
and memory gaps, or—what amounts to the 
same thing—so that certain apperceptive 
» ” or associatively linked clusters of 
meaning, are not cognitively grasped. In 
Freudian language, ego-anticathexes are said 
to maintain a repressive “barrier,” which 
keeps out of awareness the disturbing repre- 
sentation of the anxiety-inducing id impulse, 
or, as Mowrer has emphasized, the “repres- 
sion” may be directed against the rightful 
authority of super-ego demands. In either 
case, the defense mechanism basically oper- 
ates by the ego’s unconsciously altering— 
under threats to its own integrity and to its 
continued enjoyment of pleasure and a “good 
conscience” —its own processes of perceiving 
and sign-functioning, #.¢., its processes of 
interpreting, which include such cognitive 
functions as inferring, recalling, and antici- 
pating. By these defensive alterations certain 
anticipatory references, which imply ego- 
disturbing consequences—for example, “I am 
inferior, I am guilty, I am hopeless”—are 
kept out of awareness, or are only dimly and 
partially understood, with the relatively good, 
if only temporary, intrapsychic result that 
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the potential anxiety is not actualized or 
consciously suffered, or that its intensity is at 
least mitigated. But for this temporary nega- 
tive “good,” the threatened ego must pay 
what is in the long run too high a price, 
namely, continued ignorance of the most vital 
facts about its own motivations and values, 
with the inevitable result that the fool’s para- 
dise it lives in recurrently turns into a neu- 
rotic’s hell. 

If space permitted and the sign-processes 
involved could be logically dissected at 
greater length, it would be possible to ex- 
plain better some of the more minute features 
of different defense mechanisms. For those 
who know the semeiotic jargon, the prag- 
matical dimension of meaning, in the case 
of these sign-functions, is the primary locus 
of the trouble. If a definition is called for, 
the term “pragmatical” is a second-order 
predicate that (in Morris’ theory of signs) 
designates relations between the sign-vehicles 
used or interpreted and the cognitive reac- 
tions, the intents or interpretants, of the 
user or interpreter. This pragmatical rela- 
tion is a necessary factor in all cases of sign- 
functioning, even the most abstract, as in 
“doing” and understanding so-called pure 
mathematics. But in psychiatry these prag- 
matical relations are not only presupposed 
by the psychiatrist’s own operations with 
signs but also are of central importance for, 
being naturally integral to, the clinical sub- 
ject-matter on which he operates, i.e., tries 
to understand, predict, and control. This ob- 
vious but sometimes neglected fact becomes 
very apparent when we reflect upon such 
basic problems as how signals arouse anx- 
iety, or how anxiety distorts perception, or 
how it produces gaps in memory, or how it 
helps to maintain, in stubborn impervious- 
ness to empirical disproof, the delusions of 
the paranoid patient. 

It would be naively overoptimistic to claim 
that in the present state of our knowledge of 
either semeiotic theory or clinical psychiatry 
that many urgent clinical problems can be 
solved by analyzing, in semeiotic terms, the 
facts of psychopathology. But that a good 
many confusions could thus be cleared up, 
I have no doubt, and clear thinking is surely 
important for the practice as well as the 
theory of psychiatry. Such logical clarifica- 


tion of the underlying assumptions and impli- 
cations of our psychiatric language is a first 
step that must be taken before we can formu- 
late empirical questions in psychodynamics 
and psychopathology that even in principle 
are capable of being factually tested. But 
even this “first step” would be intellectually 
an arduous undertaking. 

However, taking a brief look at the com- 
parison between intraorganic, overt-behav- 
ioral, and intrapsychic defenses, it is philo- 
sophically interesting that the first of these 
defenses, the intraorganic, require for their 
operation mere causal relations; the overt- 
behavioral require means-end relations, 
which presuppose causal relations but “add” 
certain distinctive features ; whereas, the in- 
trapsychic require still further distinctive 
features of the sort implied by referring to 
them as self-reflexive, sign-mediated, and 
sign-altering processes. Furthermore, the 
first two kinds of defenses are directly “con- 
cerned” (though in different ways) with 
altering the existential conditions of experi- 
ence, whereas, ego-defense mechanisms, 
which (by definition) operate in the intra- 
psychic sphere of meanings, are primarily 
and directly concerned with altering the im- 
plications of experience, and by altering these 
implications, which in turn mediate the af- 
fective qualities and hedonic attributes of 
experience, with controlling the values of 
experience, 

These ego-defense mechanisms are called 
“self-reflexive” because, whether set off di- 
rectly by anxiety itself, which functions as a 
signal to the ego, or indirectly by an origi- 
nally neutral sign that has come to mean that 
anxiety is forthcoming, the ego in either case 
is threatened by the implications of some 
present experience, and the defense mecha- 
nism activated “works” by blocking or vari- 
ously distorting these implications, which 
means, in effect, substituting another less 
threatening sign-process. Unfortunately, such 
self-reflexive mental processes, involving as 
they do the interaction of, and conflicts be- 
tween, highly cathected sign-functions, are 
peculiarly liable, particularly in psychoneu- 
rotic patients, to be not self-corrective but to 
exhibit the properties of a positive feed-back 
system in which the errors involved are neu- 
rotically compounded. This kind of circu- 
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larity, in which an already erroneous map 
of reality generates in the threatened ego 
the projection of a map still more erroneous, 
is vicious indeed, One consequence is that 
the patient comes to live in what is more 
or less a private world, shot through with 
illusions about both other people and himself, 
and is dominated by ideas that, while they 
pragmatically “express” his conflicts, fail 
semantically to “designate” the relevant fea- 
tures of reality. Such rumination without 
correct representation is tyranny—or soon 
leads to it. This neurotic tyranny, like all 
tyranny, is based on fear, maintained by 
error, and excused by weakness. It is 
“cured,” as Plato taught, when “justice” pre- 
vails within the soul, or as Freud said, in 
language less beautiful and equally vague, 
when a “proper” redistribution of libido oc- 
curs as a result of shifts in unconscious 
cathexes. 

We have distinguished between 3 kinds of 
defenses, but we certainly have not meant to 
imply, what would indeed be an obvious non 
sequitur, that the concrete, multidimensional 


processes referred to are themselves separate, 
let alone mutually exclusive. A patient, for 
example, may unconsciously repress, by an 
intrapsychic mechanism, the ego-alien mean- 
ing of a situation, while at the same time he 
phobically avoids it in his overt behavior, 
during which period his intraorganic de- 
fenses maiutain, within at least tolerable 
limits, the acid-base equilibrium of his blood 
that, due to hysterical overbreathing, is in 
danger of being seriously upset. These de- 
fensive processes not only go on concur- 
rently, but also interact with and modify each 
other—a set of inferences plainly implied by 
the widely accepted principles of psychoso- 
matic medicine and (what is more important) 
daily confirmed in the clinic and laboratory. 
In fact, these various defenses are, in their 
operation, so far from being separate, that 
they are organically interrelated by all the 
complex forces of heredity, maturation, and 
learning—forces indeed so complex and so 
important for our health and survival that 
their study constitutes an indispensable part 
of the “proper study of mankind.” 
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PRELIMINARY CLINICAL REPORTS 


CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNESS. III: 
THE PROBLEM OF DEPRESSION 


HERMAN C. B. DENBER, M.D.,* ano ETTA G. BIRD, M.D.*:* 
New Yorx Crry 


Depression was the most prominent symp- 
tom in 47 of 1,523 patients treated with 
chlorpromazine. This report deals with a re- 
view of the available data in 45 patients. 
The group included 36 female and 9 male pa- 
tients ranging in age from 35 to 74 years 
(39 were between 50 and 69 years). Their 
diagnoses were involutional melancholia (31), 
manic depressive, depressed (12), manic de- 
pressive, mixed (1), and dementia praecox, 
paranoid (1). The depression in 39 was 
accompanied by agitation, while 6 were apa- 
thetic, adynamic, withdrawn, and uncom- 
municative. Tension, anxiety, uneasiness, 
restlessness, hypochondriacal, self-condem- 
natory and suicidal ideas, paranoid or somatic 
delusions, hallucinations, insomnia, or ano- 
rexia were the most frequent accompanying 
symptoms. 

The duration of hospitalization before 
treatment varied from one day to 13 years, 
with 14 patients hospitalized for more than 
1 year. Chlorpromazine hydrochloride was 
the sole form of treatment in 39 patients; 
2 were given electroconvulsive therapy in ad- 
dition, and 4 received diethazine concur- 
rently. The dose of chlorpromazine ranged 
from 100 to 600 mg. daily; 16 patients re- 
ceived 100-150 mg., and 18 received 300 mg. 
daily. Twenty-four patients were treated 
up to 5 months, with the remainder for 
periods as long as 14 months. 

Fifteen patients were discharged, 22 
showed varying degrees of improvement, and 
8 were unchanged. Of the 6 patients with 


1 Director of psychiatric research, Manhattan 
State Hospital, Ward’s Island, New York City. 

2 Formerly senior psychiatrist, Manhattan State 
Hospital, Ward’s Island, New York C v. 

* The authors thank Mr. William E. Kirsch, re- 
search associate, Smith, Kline & French Labora- 
tories, Philadelphia, Pa., for continued support and 
generous supplies of chlorpromazine and diethazine 
(Diparcol ). 


a retarded depression, one was discharged, 
4 improved, and 1 unchanged. 

The clinical results were definitely related 
to the duration of hospitalization before 
treatment. Chemotherapy was begun in 12 
patients within 5 days of admission to the 
hospital. Of these, 8 were discharged, 3 im- 
proved, and 1 unchanged. Those discharged 
or improved had been hospitalized for the 
shortest periods, Neither the duration of 
treatment nor the dose of chlorpromazine 
influenced the end result. 

Twelve of the 15 discharged patients re- 
quired a daily dose of 100-150 mg. of chlor- 
promazine, while 150-600 mg. was used for 
those improved or unchanged. Diethazine 
enhanced the action of chlorpromazine in 3 
of 4 patients. The action of this combination 
in treatment of depression is now under in- 
vestigation. In the successfully treated cases, 
psychomotor agitation was markedly reduced 
with disappearance of anxiety and tension. 
Subsequently the depression lifted and the 
other symptoms were no longer present, In 
those who improved, the psychomotor symp- 
toms decreased and management was facili- 
tated. The clinical state remained unchanged 
when the drug was ineffective. The depres- 
sion became more apparent in one patient as 
the agitation disappeared. The symptoms 
were in no case aggravated by chlorpromazine 
and there were no suicides. 

Conclusion.—The chemotherapeutic man- 
agement of depression with chlorpromazine 
is described. The drug is most effective 
when the depressive state is accompanied by 
psychomotor agitation. Immediate treatment 
after hospitalization with adequate doses for 
sufficient periods is essential. Psychotherapy 
can be instituted when the blocking effect of 
anxiety is removed. Long-term maintenance 
with chlorpromazine may be necessary for 
patients with recurrent psychotic attacks of 
depression and agitation. 
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FOLLOW-UP STUDY ON PATIENTS TREATED WITH THORAZINE 
PRELIMINARY Report? 


ELSE B. KRIS, M.A., M.D., ano DONALD M. CARMICHAEL, M.D. 
New Crry 


The 160 unselected patients under ob- 
servation in this chlorpromazine follow-up 
study came to the Manhattan Aftercare 
Clinic on the advice of the directors of sev- 
eral New York state hospitals in the metro- 
politan area where they had been treated 
with Thorazine and were improved. They 
were asked to report to the clinic on the day 
following their release from the hospital. 

There are 3 different groups of patients 
presently under control: Group I.—57 pa- 
tients who while in hospital had been treated 
with Thorazine and after withdrawal of the 
drug had maintained their improvement and 
been discharged. Group I].—82 patients 
who during hospital residence had received 
Thorazine and who required to be kept on 
a maintenance dosage of the drug. Group 
II1I.—21 patients who had been released 
from a mental hospital 1-4 years ago, had 
adjusted well until recently, and were 
brought to the clinic when they began to 
show symptoms of relapse. 

Patients in all 3 groups were seen regu- 
larly once a week. Home visits by a social 
worker were made occasionally. 

The study seems to indicate that there are 
far less untoward side-effects of Thorazine 
even when taken for a prolonged period than 
might have been expected. But it appears 
imperative to see these patients regularly 
for control of dosage, in order not only to 
avoid unpleasant complications, but also to 
vary the dosage according to individual 
needs, taking into account the increased 
stress situations which have to be faced by 
these patients outside the hospital. 

It seems that a single daily dose at bed- 
time (50-150 mg. Thorazine) can, in the 


1 Read at the Down-State Inter-Hospital Con- 
ference, New York Psychiatric Institute, April 2, 


1956. 


majority of cases, maintain the level of im- 
provement without causing drowsiness or 
other side-effects which might interfere with 
work, This is important because of the 82 
patients presently on maintenance dosage, 
58 are working, 41 of them receiving a bed- 
time dosage only. 

Patients who have had a long illness seem 
always to require a maintenance dosage, as 
they do show, sooner or later, return of psy- 
chotic symptoms when the drug is discon- 
tinued. 

Another important reason for seeing these 
patients at regular, frequent intervals is the 
need to determine whether or not the drug 
is actually being taken. It sometimes hap- 
pened that patients coming to the clinic were 
noticed to be tense and irritable, and investi- 
gation frequently revealed that the drug had 
not been taken for several days. Moreover, 
stress situations requiring change of dosage 
can be discovered only if these patients are 
seen frequently enough. 

This study has also shown other factors 
which seem too important to be overlooked. 
The difficulties encountered by many of 
these patients after their release from hos- 
pital are manifold and are frequently so 
severe as eventually to exert unbearable 
stress resulting in return of psychotic symp- 
toms necessitating return to hospital. Though 
these factors cannot be discussed here in 
detail, they should be kept in mind as they 
may cause failure in the attempts to read- 
just these patients. And when they become 
responsible for failure, Thorazine, a most 
effective and valuable weapon against mental 
illness, might be discredited as ineffective 
where so frequently social factors should be 
blamed for these patients’ return to the 
hospitai. 


| 
[June 
Bi 
>, 
€ 
\ 
‘ 
|| 
i 


CLINICAL NOTES 


USE OF MEPROBAMATE? IN THE TREATMENT OF 
PSYCHOTIC PATIENTS 


JOSEPH A. BARSA, M.D., anp NATHAN S. KLINE, M.D. 
Orancesure, N. Y. 


In 1954 Gorfinkle and Kline studied 25 
chronic schizophrenic patients on mepro- 
bamate (2400 mg./day) for 9 months. An 
initial mild sedation rapidly disappeared and 
no further change was observed. Following 
abrupt withdrawal 6 patients had a single 
convulsion (as may occur with abrrpt dis- 
continuance of certain sedative medications). 

Another 6 schizophrenics were tested on 
daily doses up to 4,000 mg.: 4 patients 
showed no change; 1 patient was initially 
sedated but tolerance developed within 5 
days; in another sedation lasted while the 
drug was administered, but without chang- 
ing the mental content. 

In 15 psychotics with convulsive disorders 
who wete inadequately controlled with lu- 
minal and/or dilantin meprobamate was 
added to the anticonvulsant being received. 
The only side-effect was that one patient de- 
veloped nausea and vomiting on 1,600 mg. 
but was able to tolerate 1,200 mg. The drug 
was administered for 4 months and was 
withdrawn over a 9-day period. The irri- 
table, hostile, and occasionally destructive 
and combative behavior was in no way af- 
fected by the addition of meprobamate, nor 
were there any changes in mental content. 
Four patients showed some decrease in 
grand mal seizures during the study com- 
pared with the previous 4 months, but there 
was no improvement in petit mal seizures, 
nor were the number of seizures in the other 
It patients influenced. 

In view of the failure of meprobamate 
alone to produce significant effects on 
chronic psychotic patients, it was tried in 
combination with reserpine, chlorpromazine, 
and combined reserpine-chlorpromazine. Pa- 


1 Appreciation is expressed to Dr. Frank Berger 
and Dr. Charles Hendley of Wallace Laboratories 
for the supply of meprobamate under the trade 
name of Miltown. 


tients tested had failed to respond to re- 
serpine or chlorpromazine, either alone or 
in combination. All had been continucusly 
hospitalized a minimum of 4 years. 

Five patients were treated with meproba- 
mate (1,600 mg./day) alone for 3 months. 
No significant change was noted in behavior 
or mental content. 

Six patients were given a combination of 
3 mg. of reserpine daily and 400 mgs. of 
meprobamate q.i.d. At the end of 1 month, 
3 of these showed improvement, but they 
relapsed despite continuation of therapy and 
at the end of 3 months none of the reserpine- 
meprobamate patients were improved. 

Three patients were given a combination 
of 3 mg. of reserpine a day, 50 mg. of 
chlorpromazine b.i.d. and 400 mgs. of me- 
probamate q.i.d. Two showed initial im- 
provement, but at the end of the 3-month 
period only one retained some slight im- 
provement. 

Seventeen patients were given a combina- 
tion of 150 mgs. of chlorpromazine and 400 
mgs. of meprobamate q.i.d. for 3 months. 
At one month, 12 of the 17 patients showed 
improvement and at 3 months, 6 were still 
slightly improved and 2 moderately im- 
proved in behavior and mental content. Al- 
though it might be argued that the benefit 
was due only to the chlorpromazine, this is 
unlikely since the patients had already re- 
ceived a full course of chlorpromazine with- 
out success. 

In summary, clinical evidence is that 
chronic psychotic patients rarely show last- 
ing sedation and do not show psychological 
improvement with meprobamate alone. Me- 
probamate in combination with chlorproma- 
zine has produced some improvement in some 
patients previously resistant to drug therapy. 
Chlorpromazine-meprobamate combinations 
warrant further study. 
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SERUM MAGNESIUM AND OTHER ELECTROLYTES IN 
INSULIN-INDUCED HYPOGLYCEMIA * 


JAMES F. HAMMARSTEN, M.D. ano WILLIAM O. SMITH, M. D.? 
Oxianoma Crry, Oxta. 


The role of magnesium in carbohydrate 
metabolism is poorly understood. There is 
some evidence that it is involved as a co- 
factor in the decarboxylation of pyruvic acid 
and in conversion of glucose-1-phosphate to 
glucose-6-phosphate(1). Martin and Wert- 
man(2) found a striking fall in serum mag- 
nesium after insulin therapy of patients in 
diabetic acidosis, Some patients who receive 
insulin shock therapy develop prolonged 
coma. This effect cannot be accounted for 
by continued hypoglycemia or disturbances 
in commonly measured serum electrolyte 
levels, It was thought that a study of serum 
magnesium during insulin shock therapy 
might throw light on the problem. 

Material and Methods.—Seventeen pa- 
tients on insulin shock therapy were studied. 
Serum sodium, chloride, potassium, calcium, 
and magnesium were measured. Serum mag- 
nesium was determined by the method de- 
scribed by Simonsen, Westover, and Wert- 
man (3). 

Fasting determinations were made a few 
minutes before insulin administration. Regu- 
lar insulin was then given subcutaneously. 
A second blood sample was obtained at the 
peak of the reaction, and a third saniple was 
taken 5 or 6 hours after coma was terminated. 

Results —The serum magnesium was 
within normal limits in all patients in the pre- 
treatment phase and showed no significant 
variation throughout the period of observa- 


1 From the department of medicine, University of 
Oklahoma School of Medicine, and the VA Hos- 
pital, Oklahoma City, Okla. 

2 With the technical assistance of Mackie All- 


tion (Table 1). This was also true of serum 
sodium and chloride. The slight increase in 
serum calcium at the time of coma was found 
to be statistically significant (p= <.05), al- 
though it seems unreasonable to attribute any 
physiological significance to such a small 
change. As has been reported by others(4, 
5), a significant decline of serum potassium 
occurred at the time of coma (p=<.005) 
with an incomplete return to baseline levels 
in the postcoma samples. The decline of 
serum potassium correlated with the concur- 
rent decrease in blood glucose (r=.78, p= 
<.o1). 

Discussion.—This study was undertaken 
to further investigate the role of magnesium 
in carbohydrate metabolism and to seek a 
possible explanation for abnormal prolonga- 
tion of insulin coma. 

As to the first objective, the failure of 
serum magnesium to decline after insulin 
administration in this study appears to differ 
from the findings of Martin and Wertman. 
However, their experimental situation dif- 
fered. Their patients were hyperglycemic 
when treatment with insulin was instituted 
and were returned only to normoglycemia by 
the therapy; therefore, these patients had 
adequate glucose available to be metabolized. 
The patients in our study became markedly 
hypoglycemic, It is possible, then, that the 
decline in serum magnesium will occur only 
when sufficient glucose continues to be avail- 
able. Secondly, the diuresis occurring in 
their cases suggests that increased renal 
excretion of magnesium might be responsible. 

The cause of protracted insulin coma un- 


TABLE 1 


Exvecrro.yte Values purine Insutin-INpucep Hypoctycemia * 


Magnesium (mEq/L) 

Calcium (mEq/L) 

Sodium (mEq/L) 

Potassium (mEq/L) 

Chloride (mEq/L) 

Glucose (mg/100 CC.) 
* All values are means and standard deviations. 


Hypoglycemia 
180+ 
5.18 
1370 
B00 
104.5 = 3.20 
12.5 = 8.49 


Recovery 
180+ 070 
507+ 033 
137.7 +120 
4422 .747 
3.48 
53-4 15.5 
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1.70 .075 
485 874 
100.9 3.65 
825 + 8.66 
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responsive to glucose administration is still 
unresolved. That magnesium might be 
involved is suggested by the work of Hirsch- 
felder and Haury(6) who found that hyper- 
magnesemia may lead to coma and that hypo- 
magnesemia may cause convulsions. In our 
series of cases, no opportunity to study pro- 
tracted insulin coma appeared. It is note- 
worthy, however, that no acute serum mag- 
nesium changes occurred. A review of the 
literature revealed only one previous study of 
acute magnesium changes during insulin 
shock therapy(7). Four cases were studied 
and no alterations were reported. 

Summary and Conclusions —Serum elec- 
trolyte studies have been done on patients 
receiving insulin shock therapy. No signifi- 


In a recent study the authors demon- 
strated that gynecologic surgery, especially 
sterilizing procedures, was followed by a 
significant incidence of psychophysiological 
gastrointestinal reactions(1); and that all 
cases in the series with demonstrable peptic 
ulcers had been sterilized. This led to a sur- 
vey of 200 proven peptic ulcer cases in 
women (2). 

The data revealed that of these 200 women 
25% had been sterilized prior to developing 
ulcer symptoms, 19% had a major gyne- 
cologic procedure, and 25% had become 
menopausal. Thus, in 69% of the cases, a 
history of a procedure or event threatening 
in reality or fantasy the patient’s sexual 
functions was elicited. 

Three major characterologic groups 
emerged from the study: (1) Masculine 
aggressive women rejecting the female role 
—in this group the occurrence of gynecologic 
trauma was not noted to be as significantly 
related to the onset of ulcer as in Group 3. 
(2) Inadequate, immature women who had 
difficulty accepting any adult role functions 
—here the ulcer appeared to develop after 
their necessity to assume adult responsibilities 


NEW PSYCHOPHYSIOLOGICAL CORRELATES IN WOMEN 
WITH PEPTIC ULCERS 


SANFORD I. COHEN, M.D., ALBERT J. SILVERMAN, M.D., 
ano FINN MAGNUSSON, M.D. 


Durnam, N. C. 


cant changes in serum magnesium were 
noted. The serum potassium fell; the other 
electrolytes remained unchanged. 
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because of the death or loss of a supporting 
figure. (3) The third and largest group in- 
cluded women who seemingly accepted a 
female role and functioned without overt 
psychiatric or psychophysiologic symptoms 
until the occurrence of (a) a major gyne- 
cologic procedure particularly if sterilizing, 
(b) onset of menopause. 

Groups 1 and 2 fit the more “classic” 
descriptions of women with a history of 
ulcer previously studied. The surprising find- 
ing was the high proportion of women who 
did not fit the above 2 groups. It is in these 
women that the striking temporal relationship 
between gynecologic trauma and onset of 
ulcer symptoms occurs. 

Noted especially in the women who had 
seemed to function adequately prior to sterili- 
zation was a further interesting observation. 
The onset of the psychophysiological gastro- 
intestinal reaction was closely related in time 
in some of these cases to events (such as 
birth of grandchildren, pregnancy in siblings, 
etc.) which precipitated verbalizations of 
pregnancy wishes. Frequently the pain of 
the gastrointestinal reaction was associated 
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with labor pains. (“It feels just like I’m in 
labor—though I know I’m not.”) 

Pregnancy wishes and psychophysiological 
gastrointestinal reactions are clearly both 
multidetermined. It is not the authors’ con- 
tention that the “dyspepsia” is a symbolic 
expression of a wish for pregnancy. How- 
ever, it may represent in part a primitive psy- 
chophysiological state ii which pregnancy 
feelings and wishes are associated with 
gastrointestinal manifestations(2). 

Previous studies have suggested a basic 
similarity in men and women with peptic 
ulcer(5). Our findings appear to indicate at 
least one further factor for consideration. 

In view of the above, the following in- 
vestigations are being considered: (1) De- 
termination of pepsinogen levels(4) in 


women who have and have not been steri- 
lized ; (2) sterilized and nonsterilized women 
will be subjected to hypnotically induced 
pregnancy fantasies under fluoroscopic ob- 
servation; (3) the catamneses of sterilized 
women will be obtained for at least a 5-year 
period. 
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Such profound psychopathological effects 
as suicide, drug addiction, and severe neu- 
rotic pictures occurring with phantom limb 
pain after loss of an extremity have been 
described(1), and many observers feel that 
phantom limb pain itself is a reflection of 
severe psychopathology, 1). Many amputees 
show personality changes and instability(2), 
but psychosis was not observed in several 

' large series of amputees(2, 3). Gallinek(4) 
has reported on a grossly psychotic individual 
who incorporated the phantom experience 
into his delusional system after amputation. 
The following case-report describes an indi- 
vidual who developed amputative phantom 
limb pain with psychosis which was success- 
fully treated with chlorpromazine. 


W. H., a 35-year-old, single male was admitted 
to hospital on July 1, 1955. He had sustained an 
accidental gunshot wound of the left calf in 1945 
during basic training and subsequently developed 
chronic osteomyelitis. Otherwise he was robust and 
muscular, and had been an active, athletic young 
man, apparently well oriented socially and ambi- 
tious for a college education prior to entering the 
army. Repeated hospitalizations were necessary 
over a 10-year period and he was able to work only 
intermittently. He expressed regret at not being 
able to “support a family and get somewhere” and 
attributed his failure entirely to his medical prob- 
lem. Psychological evaluation prior to amputation 
revealed a chronic reactive depression of mild de- 
gree. He had a tendency to give long narrative 
accounts of his illness to his physicians. There was 
no evidence of psychosis at this time. 

On September 27, 1955, the patient underwent a 
below-the-knee amputation under spinal anesthesia. 
His surgical recovery was uneventful. Within a 
few hours after the surgery, however, his behavior 
became bizarre and unmanageable ; he became exhi- 
bitionistic, displaying his stump, and exposing him- 
self immodestly. He tended to make a great dis- 
play of his physique, and had to be restrained from 
performing gymnastics in the bed. He spent many 
hours during the night in the latrine in open mas- 
turbatory activity or posing nude before the mirror. 
His conversation began to have a great deal of 


1 From the V.A. Hospital, Long Beach, Calif. 


CASE REPORTS 


PSYCHOSIS WITH PHANTOM LIMB PAIN TREATED BY 
CHLORPROMAZINE ' 


JAMES ENGLISH MILES, 


M.D., Lone Beacn, Cauir. 


sexual content, and he scandalized visitors with 
obscene stories. 

He first described a phantom limb 5 days post- 
amputation. At first he noted only a warm and 
tingling sensation of phantom presence, but soon 
became aware of phantom pain and this came to 
dominate his experience. He held that micturition 
made the phantom and the pain especially strong 
and that masturbation made the phantom withdraw 
temporarily. At first he could not see the phantom, 
but did not seem to doubt its actual presence; then 
he could “see” a limb under the bed covers and this 
somehow comforted him. He spoke about getting 
a shoe with a lift for the phantom limb because it 
seemed shorter than the other leg. 

, Phantom limb pain became excruciating and was 
unrelievable by narcotics. There was no stump 
tenderness. At this time the patient produced sev- 
eral bizarre letters and pictures, including a draw- 
ing in “three dimensions” which he had “traced” 
from the phantom, He had “little devils” in his 
foot who “hurt him there.” Asked where the devils 
came from he replied: “From Hell where the rest 
of the leg probably is.” At this time his affect was 
fiat and his mood one of sustained agitation and 
complete preoccupation with the phantom experi- 
ence. His thinking was confused and he produced 
much bizarre, delusional material. Sleep and appe- 
tite suffered. 

He was placed on chlorpromazine, 50 mg., t.i.d., 
at first parenterally and then orally. Within a 
matter of hours agitation and restlessness subsided. 
He became tractable, complained less of pain, and 
resumed eating and sleeping. The psychotic content 
of his thinking became less manifest and within a 
weck subsided completely. Concomitantly, the sen- 
sation of phantom limb pain disappeared and he 
noted only a painless sensation of phantom presence. 
Chlorpromazine was discontinued 10 days after be- 

ginning therapy and recovery continued unevent- 
fully. The patient has continued under observation 
for 6 months and no recurrence of phantom pain 
or psychosis has been noted. 


This case is of special interest for several 
reasons. It appears to bear out the general 
opinion that phantom limb pain occurs in 
people who present significant psychopa- 
thology, and to illustrate to advantage a close 
relationship between the pain experience and 
this psychopathology. Even in this brief pre- 
sentation the narcissistic reluctance to accept 
the reality of physical mutilation and the 
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attempt to preserve the body image intact 
are clear. The rapid reversal of the psychotic 
picture together with disappearance of the 
phantom limb pain following chlorpromazine 
therapy is interesting and suggests that this 
drug may have a place in the therapy of some 
cases of phantom limb pain. 
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AGRANULOCYTOSIS ASSOCIATED WITH CHLORPROMAZINE 
THERAPY 


SIDNEY J. TILLIM, M.D., Reno, Nevana 


The Journal of the American Medical As- 
sociation, January 28, 1956, reported 47 
cases of blood dyscrasia associated with 
chlorpromazine therapy. Taz AMERICAN 
JourNnat or Psycuiatry, January 1956, re- 
ported 2 cases, This is a report of the first 
case encountered in approximately 400 pa- 
tients treated with Thorazine. 


A married male, age 55, entered the hospital 
December 30, 1955, in his ninth admission since 
1948, exhibiting irritability, agitation, insomnia, and 
a paranoid trend toward his wife. This was similar 
to the mental state on some of the previous admis- 
sions, which responded to electroshock. Thorazine 
medication was gradually increased until January 
24, 1956, when he began receiving 400 mg. a day 
with desirable effects. Medication was discontinued 
February 15. On February 16 he complained of a 
sore throat and showed a temperature of 102°. He 
had previously complained for several days about 
arthritic pains. The temperature rose to 106° by 
the following noon and the patient appeared acutely 
ill. Blood count revealed 3,970,000 red cells, Hb. 
9.6 gms., leucocytes 400, all lymphocytes. Platelet 
count was 83,800. 

Patient was transferred to the local Veterans 
Administration General Hospital. Admission find- 
ings showed temperature 104.6°, pulse 112, blood 
pressure 145/75, with diaphoresis ard dypsnea. The 
throat was markedly hyperemic with edema and 
yellow exudate adherent to the right tonsil. Blood 
count was essentially as previously noted; neuro- 
logical findings essentially normal. An unusual fea- 
ture was splenomegaly extending 5-6 inches below 
the left costal margin. A bone marrow specimen 
was completely devoid of granulocytic cells. Pres- 
ent were cells of the normoblastic series, a few 
stem cells and premyelocytes. Because of penicillin 
sensitivity, streptomycin and erythromycin were 
administered, also steroids parenterally and orally. 
The temperature dropped to normal in about 48 


hours and the bone marrow began showing granu- 
lopoesis on the second day after transfer. Course 
was progressive to recovery with increasing im- 
provement in the differential white cell count, until 
the tenth day when he had a count of 19,000 with 
30% polymorphoneuclears. The spleen decreased 
in size to about one-half that on admission. Opti- 
mum leucocytosis reached 28,000 then gradually 
dropped to 16,000 on the twenty-sixth day, on the 
twenty-ninth, to 11,400 with polys 81, lymphos 14, 
large monos 5 and 3 nonfilamentous. 

Subject returned to the state hospital on March 
12, profoundly depressed, apprehensive, insomnic, 
with lack of appetite, apparently a reaction to the 
discontinuance of the steroid medications. There 
was gradual improvement, and in about 2 weeks 
he was well enough to have an overnight visit at 
home. 


There is no explanation for the spleno- 
megaly except that this patient had had a 
moderately enlarged spleen from unknown 
cause for a number of years. He has had 
a positive-fast blood serology and a suscepti- 
bility to various allergic reactions. The favor- 
able outcome may be attributed to prompt 
recognition and treatment. In view of the 
high mortality rate with this complication 
a warning against overenthusiastic dispens- 
ing of the drug on an outpatient basis is justi- 
fied when supervision is limited. Chlorproma- 
zine should not be dispensed without close 
supervision to patients with a history of 
prolonged alcoholism and when alcoholic in- 
dulgence is a factor in the mental or emo- 
tional disorder under treatment. Chlorproma- 
zine tends to potentiate alcoholic effects, it 
also tends to strike the same area of insult— 
the liver function. 
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Editor, Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Str: The Association may be intcvested 
in some of my impressions about psychiatry 
during my visit to hospitals and medical 
schools in Central America and the West 
Indies and to a research institute devoted to 
neurology in Caracas, Venezuela. My wife 
and I spent a month traveling by air and 
visiting a number of countries and islands 
in the Caribbean. 

In Guatemala we were met ar! entertained 
by Dr. Jose Campo and his wife. During 
our stay, I visited the National Nutritional 
Institute (I1.N.C.A.P.) of Guatemala, which 
serves all the Central American countries 
except Mexico. This Institute does out- 
standing work, and was recently commended 
in an editorial in the Journal of the American 
Medical Association. The Institute is work- 
ing to raise the standard of living in all these 
countries and to overcome many serious 
health problems, particularly deficiency dis- 
eases, endemic goiter, trachoma, and the like. 
I was particularly interested in one disease, 
Kwashiorkor, the protein deficiency disease 
responsible for lack of growth in the Indian 
population and other impoverished popula- 
tions. This disease has not been investigated 
from the standpoint of possible brain dam- 
age. I hope that my associates and I can 
carry on a research project on this problem 
jointly with the Institute. The disease, first 
described in Africa as Kwashiorkor, is rela- 
tively rare except in these countries. 

Psychiatry in Guatemala seems to be at a 
low ebb, and the psychiatrists struggle against 
great odds to raise the standard of treatment. 
The poor conditions are partly the result of 
the former Communist regime, which de- 
moralized the country and left it quite im- 
poverished. For a number of years doctors 
did not know from one day to the next 
whether they were going to be permitted to 
carry on their work. They are especially 
grateful to the late Ambassador Puerifoy for 
his cooperative efforts in their behalf. 
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PSYCHIATRY IN THE CARIBBEAN AREA 


Adjacent to the National Nutritional In- 
stitute are the beginnings of a real medical 
center, with a large new hospital now par- 
tially occupied. With some outside help, 
Guatemala can well develop an excellent 
medical center. Dr. Campo took me to the 
Governmental Mental Hospital, the Military 
Mental Hospital, and a unique institution 
that he has developed, devoted exclusively 
to the rehabilitation of alcoholics, The Com- 
munist regime forced the practical closure 
of this institution by refusing to give it the 
financial support previously derived from 
a tax on alcoholic beverages. At great sacri- 
fice Dr. Campo managed to keep the insti- 
tution barely alive ; he now has a promise of 
governmental help in getting it into full 
operation soon, despite considerable political 
opposition and resistance to federal assist- 
ance. 

Guatemalan psychiatrists will greatly ap- 
preciate any assistance that our Association 
and our medical director can see their way 
clear to give. Everywhere I found great 
interest in our Association and eagerness to 
visit our country and to attend our meetings, 
but many are handicapped by financial diffi- 
culties. 

In Panama we were met by the dean of the 
medical college, Dr. A. Revilla, and the pro- 
fessor of psychiatry, Dr. M. Gorriz. I was 
much impressed by the development of the 
Panama medical school under Dr. Revilla’s 
leadership. He is a neurosurgeon whose 
neurosurgical unit is dedicated to his former 
teacher, Walter E. Dandy. I was taken to 
the Santo Tomas Hospital, Panama City’s 
general hospital of about 1,000 beds, which 
has no psychiatric department. There I 
talked to about 100 staff members and others 
on “Recent Advances of Therapy in Psy- 
chiatry.” I also lectured to the county medi- 
cal association of Panama on “Alcoholic Ad- 
diction and Problems of Treatment.” Both 
lectures were illustrated by a movie. The 
lectures, which seemed to be well received, 
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were excellently translated by one of Dr. 
Gorriz’s associates. 

Later, I visited the medical school, which 
has been open 2 years, and met the president 
of the college, Dr. LaGuardia. The beautiful 
campus site and all the buildings, including 
the medical school, are supported by the 
National Lottery. I was greatly impressed 
with the physical facilities. Classes are 
limited to 8 members ; all entrants have aca- 
demic degrees. In talking with various staff 
members I found great interest and eagerness 
to carry on research projects and to develop 
thie-medical school. I am sure Dr. Revilla 
is largely responsible for this modern medical 
development in Panama. 

In the National Psychiatric Hospital I 
found 1,370 patients housed in wooden build- 
ings originally set up to care for 600 patients. 
Living conditions were deplorable, and, be- 
cause of overcrowding, patients had to sleep 
on the floor. This institution has very little 
government help. The funds received from 
the National Lottery are inadequate, and 
the amount allotted for psychiatric treatment 
is minimal, The bright spot is the excellent 
medical and psychiatric staff, including psy- 
chiatric nurses and a social service and active 
occupational therapy unit. Much of this is 
due to the efforts of Dr. Gorriz and his loyal 
staff. The dean of the University is well 
aware of these deficiencies and is very sym- 
pathetic with Dr. Gorriz’s problems. Again 
I feel that our Association could be of some 
help. Perhaps a visit by our medical director 
would serve to call attention to special needs. 
Of the 9 psychiatrists in the Republic of 
Panama, only one is now a member of our 
Association. 

Dr. C. H. Wiggins, the Ccirector, took me 
through the U. S, Psychiatric Hospital, Cor- 
rezol, in the Canal Zone, and explained 
some of the problems, This hospital looks 
like an extreme maximum security institu- 
tion, with its prison-like atmosphere, steel 
walls, and bars everywhere. Dr. Wiggins 
has good personnel but a very limited budget 
and facilities. The only occupational therapy 
is carried on by a few volunteer workers 
who have started some handicraft. The 
budget allows no money for patients’ cloth- 
ing and less than 50 cents a day per patient 
for food. The personnel are adequately paid, 


but almost as much is spent on maintenance 
of the grounds as for the entire patient care. 
The only outside assistance is an annual Com- 
munity Chest allotment of $1,800, which 
must supply all the recreational facilities, 
motion pictures, tobacco, candy, and luxuries 
for the patients. The facilities, far below the 
standard of minimum care, are a disgrace to 
the U. S. Government and to our military 
forces. 

In Caracas, ‘Venezuela, I spent a day at 
the Venezuelan Institute for Neurology and 
Brain Research with its director, Dr. H. 
Fernandez Moran. After years of plan- 
ning, Dr. Moran, in one year, has literally 
carved out of a jungle, high above the city, 
the beginning of an extraordinary research 
institute in cerebral diseases. The road 
leading up to the Institute, which has an 
elevation of 6,000 feet, cost a million dollars 
a mile to build and is about 8 miles from the 
center of the city. About 4 to 5 million 
dollars have been spent in the pilot buildings, 
research, housing of personnel, water plant, 
and laboratory equipment. The plan, which 
has the backing of the minister of health and 
the president of Venezeula, calls for a large 
annual expenditure for 15 to 20 years. 

Dr. Moran has associated with him fellow 
scientists from Stockholm and Switzerland 
who are doing outstanding basic research in 
neurophysiology, biophysics, and cellular pa- 
thology. His electron microscope studies have 
established his reputation as an authority on 
the submicroscopic organization of vertebrate 
nerve fibers. For this investigation he de- 
veloped a microtone for cutting sections of 
nervous and other tissues at thicknesses of 
100A or less, and designed a diamond knife, 
which is made from local industrial dia- 
monds. I believe that this Institute will be- 
come one of the leading international sci- 
entific research institutes. 

Because of limited time I did not visit any 
psychiatric hospitals in Venezuela, But later, 
in the British West Indies, I visited the 
hospital at Trinidad. Dr. Lewis, the psy- 
chiatrist in charge, though not a member of 
our Association, is eager to become one. I 
would like to suggest his name for member- 
ship in the coming year. 

In 1955 we visited other countries, Puerto 
Rico, Haiti, and the Dominican Republic. 
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The country most advanced in psychiatry 
was Puerto Rico with its fine medical school. 
We have accepted a resident in training for 
1957 from Jamaica. 

Many of our Association members would 
enjoy visiting Central America and various 
countries in the Caribbean. Although they 
would be shocked at some of the primitive 
conditions existing in psychiatry at the pres- 
ent time, they would likewise be impressed 
with the eagerness and the scientific grasp 
of psychiatrists in these areas. These col- 
leagues need public backing and help of our 
Association with many of their problems. 


In Panama, for instance, a number of lay 
people and clergy attended my lecture and 
asked about setting up an Alcoholics Anony- 
mous organization. The problem of alcohol- 
ism in Guatemala is very acute and must 
be coped with in order to raise standards of 
living. Dr. Campo’s work, for example, de- 
serves government aid. 

I feel our Association should extend our 
membership to include South America, thus 
making it an Association of the Americas. 

A. E. Bennett, M.D., 
Berkeley, Calif. 


at 
| 
- 
4 

We 
au 

> 

at 
| 

ES 
7 


COMMENT 


NATIONAL LIBRARY OF MEDICINE 


On Tuesday, March 13, 1956 was intro- 
duced in the United States Senate a bill (the 
Hill-Kennedy Bill) to create, primarily in 
the interests of research, a National Library 
of Medicine. This bill is of the utmost im- 
portance and it is to be hoped that it will 
receive the approval of Congress. 

A national medical library, the largest in 
the world, already exists in Washington but 
under another name. Its story is one of the 
most significant chapters in medical history. 
In 1836 Surgeon General Lovell organized 
the Surgeon General’s Library for use of the 
armed services of the United States. In 
1952 the enormously expanded library was 
rechristened The Armed Forces Medical 
Library. A phenomenal period of growth 
and development had marked the distin- 
guished librarianship of Col. John Shaw 
Billings (1865-1895). 

In 1892 and again in 1901 Congress au- 
thorized the library to extend its research 
services to include civilian as well as mili- 
tary medicine; and the result, perhaps not 
widely appreciated, is that the demands upon 
its resources by civilian medical research 
throughout the country have come to exceed 
by far the calls from the military establish- 
ment. The library retains its original func- 
tions but has taken on so many others, that 
it is in point of fact a national library and 
deserves to be so established and recognized. 

The number of books in the Armed 
Forces Medical Library has been increasing 
steadily and it has long since outgrown its 
present quarters. Containing more than 
650,000 bound volumes its new acquisitions 
number some 25,000 annually. In addition 
it receives more than 5,000 medical periodi- 
cals, the current literature dealing with re- 
search and clinical practice in nearly every 
country in the world being represented here. 
The monuments of history and world-wide 
reports from the front line of medical dis- 
covery are housed in this unique national li- 
brary and are available for research workers 
across the continent. Through its loan serv- 
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ice more than 30,000 volumes are annually 
made use of in this way. Reference ques- 
tions addressed to the library are answered 
by the staff at the rate of 1000 or more every 
month. For the advancement of medical sci- 
ence the resources of this library are in- 
estimable and indispensable. 

But what is the present position of this 
great institution? In June, 1954 the Ameri- 
can Medical Association reported to Con- 
gress: “The irreplaceable collections of the 
Armed Forces Medical Library are now 
housed in a 67-year-old building totally un- 
suitable for the purpose by reason of its 
inadequate size, poor state of repair, suscep- 
tibility to fire hazard, and general inadapt- 
ability to efficient operations.” 

The A. M. A. expressed the belief “that 
a new building for the Armed Forces Medi- 
cal Library is of paramount importance to 
the best interests of American medicine and 
health of our country, and calls on the ap- 
propriate agencies of our Government to 
give immediate priority to this most im-— 
portant project.” 

This was two years ago. 

The Hoover Commission’s Task Force 
Report emphasized the need for a new Na- 
tional Library of Medicine. At present, it 
stated, “The library is ineffectively placed 
in point of administration, inadequately 
housed, and too poorly supported to permit 
effective conduct of its pertinent functions. 
For over 30 years the library has needed a 
new building. It now requires an .nnual in- 
crease of a mile of shelf space. Its collec- 
tions are constantly threatened by loss from 
fire and have undergone actual damage 
through exposure to weather and improper 
storage.” 

The urgent need of creating an inde- 
pendent national medical library in Washi- 
ington by act of Congress, is beyond ques- 
tion. Dr. Alan Gregg, vice-president of the 
Rockefeller Foundation and a medical states- 
man of world renown has stated: “No de- 
fence for the amounts being spent on medical 
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research by all the government agencies can before Congress, Dr. Gregg sums up the 
be made if we continue to neglect the need situation in apposite words: “Probably no 
for one adequate library, such as this library legislative action could so profoundly and 
could be made.” favorably affect the resources and the utili- 

Speaking of the Hill-Kennedy bill now zation of medical literature in this country.” 


BODY AND MIND 


We are still only at the periphery of knowledge of the living processes, and so far as the 
mind is concerned and its relationship to the rhythm of bodily processes we are almost as 
much in the dark as our predecessors of the time of Empedocles, Hippocrates, Plato, 
Aristotle, and others who nevertheless saw its importance. Let us not fall into the error, 
however, of thinking that because a thing is unknown, it is unknowable, but remember 
that as the miracles of yesterday are the common practices of to-day, so the mysteries of 
to-day may be the commonplaces of to-morrow. 

To attempt to unravel the relationships of body and mind in man is a formidable under- 
taking, but it must be undertaken, and if we could obtain insight into this relationship 
we should not only see the road towards the maintenance of health but also obtain light 
in matters which at present are quite obscure. 

Sypwey Smita, 
A. Finlayson Memorial Lecture, 1952 
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NEWS AND NOTES 


Trisute To Foster KENNEeDY.—A group 
of Dr. Foster Kennedy’s colleagues and 
friends are raising a fund for building a 
canteen at the Bellevue Hospital Center for 
the accommodation of attending physicians, 
outpatients, visitors, and volunteers. Such 
an establishment will supply a long-felt want 
as there has been hitherto no place in Belle- 
vue where visitors could procure food. 

The ladies of the Social Service Auxiliary 
are sponsoring this project, any profits from 
which will go to further the work of the 
Auxiliary in the hospital. 

It is proposed to erect a plaque in Dr. 
Kennedy's memory. It will read: 


“In Tribute to Foster Kennedy, M.D., 
F.R.S. (Edin.) D. Se. 
Director of the 2nd Medical Neurological 
Division 1919-1949 
A great teacher, an eminent clinician and a 
zestful trusted friend.” 


One of Foster Kennedy’s sayings was 
“The primary ego is the gastro-intestinal 
tract.” 

Contributions may be sent to Social Serv- 
ice Auxiliary to Bellevue Hospital, Room 11, 
Bellevue Hospital, New York 16, N. Y. 


University or Missourt 
ConFerENCE.—This year the University of 
Missouri plans to hold the first of a series 
of annual conferences in special education. 
This conference will be held as a part of the 
1956 University of Missouri summer session, 
June 21-22, and will be of interest to all 
teaching areas in special education and to 
those employed in allied services. 

There will be 3 general sessions and a 
double series of sectional meetings. Speakers 
will include Dr. Bob Gates, Director of Spe- 
cial Education in the State of Florida; Dr. 
Samuel A. Kirk, Director of the Institute of 
Research for Exceptional Children at the 
University of Illinois; and Dr. Ray Graham, 
Director of Special Education for the State 
of Illinois. 
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THe Worio Mepicat AssociaTion.— 
The Secretariat of The World Medical As- 
sociation and the United States Committee, 
Inc. moved on May 1, 1956 to a suite of 
offices in the Coliseum Tower Office Building 
at 10 Columbus Circle, New York 19, New 
York. 

The Coliseum and its associated executive 
office building, just completed, are the first 
buildings to be completed in the current plan 
of New York City leaders t. provide the 
city with a new civic center within which the 
major organizational, cultural and convention 
activities of the city will take place. The 
Coliseum was planned to accommodate the in- 
creasing number of large conventions wish- 
ing to meet in New York City. It is so con- 
structed that three separate conventions may 
be held within its premises simultaneously. 


Tue Woons Sprinc Conrer- 
ENCE.—The theme of the Woods Schools 
Spring Conference, heid May 11-12, at the 
Medical Center Auditorium in Indianapolis, 
was “Services for Exceptional Children.” 
Sponsored as a public service by the Woods 
Schools, the Indiana University School of 
Medicine, and the State Division of Mental 
Health, the conference was widely attended 
by physicians, educators, social workers, 
counselors, and interested parent organiza- 
tio::s. The Honorable George N. Craig, 
governor of the State of Indiana and Dr. 
Lloyd Dunn, coordinator of Special Educa- 
tion of the George Peabody College, Nash- 
ville, Tennessee, addressed the opening ses- 
sion. 


Manrrep Saket Founpation Bnro- 
CHURE.—A reappraisal of the classical Sakel 
shock treatment has been published recently 
in pamphlet form by the Manfred Sakel 
Foundation. The pamphlet contains an article 
on “The Philosophy of Organicism in Psy- 
chiatry” as well as a lengthy article by Dr. 
Manfred Sakel outlining the development of 
his method and his personal reassessment of 
it. Copies may be obtained from The Man- 
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fred Sakel Foundation, 17 East 63rd Si ‘eet, 
New York 21, N. Y. for 75 cents each. 


A.P.A. DivisionaL Meetinc IN Mont- 
REAL.—This, the second divisional meeting 
of The American Psychiatric Association 
and the first to cover the North-Eastern 
American and Canadian Branches, will be 
held at the Sheraton-Mount Royal Hotel in 
Montreal, November 8-11. The first di- 
visional meeting in San Francisco last year 
was a Clinical, financial, and social success, 
and the prospects are for a duplication of 
that success at the Montreal meeting which 
‘enjoys the sponsorship of branches in New 
York, New Jersey, Connecticut, Massachu- 
setts, and Canada. A very interesting clinical 
and social program is being planned to in- 
clude members and their families. 


Pusiic HeattH Research GRraNnts.— 
The Public Health Service has announced 
a new procedure to expedite the processing 
of research grant applications for those re- 
quests which do not exceed $2,000 plus indi- 
rect costs and which do not ask support for 
more than 1 year. Such applications will 
be accepted and processed on receipt and are 
not therefore subject to the usual deadlines 
for submission prior to review. 

Council recommendations can be expected 
on these applications within 1-4 months from 
the time of submission. These procedures 
do not apply for requests for supplements to 
existing grants. 

Address all applications, as well as re- 
quests for forms or additional information, 
to the Division of Research Grants, National 
Institute of Health, Bethesda 14, Maryland. 


AMERICAN Neuro.ocicaL ASsociATION. 
—The eighty-first annual meeting of the 
American Neurological Association will be 
held at the Claridge Hotel, Atlantic City, 
New Jersey, June 18-20, 1956, under the 
presidency of Johannes M. Nielsen, M. D., 
of Los Angeles, California. 

All communications regarding the meeting 
should be addressed to Charles Rupp, M. D., 
Secretary of the Association, 133 South 36th 
Street, Philadelphia 4, Pennsylvania. 


CONFERENCE ON RESEARCH IN NEURO- 
PSYCHIATRY.—Sponsored by Veterans Ad- 
ministration Hospital and University of 
Louisville School of Medicine, a Conference 
on Clinical and Basic Research in Neuro- 
psychiatry was held in the V. A. Hospital 
auditorium April 27, 1956. 

Topics in the scientific session included 
“Some Neurophysiological Bases of Psy- 
chology,” and “Electrical Stimulation of the 
Mid-Brain in Chronic Schizophrenia.” 


Larayette Cuinic Depication Cerre- 
MONIES.—The dedication ceremonies for 
the Lafayette Clinic, a new training and re- 
search psychiatric hospital under the De- 
partment of Mental Health of the State 
of Michigan and Wayne University were 
held during the period May 8-11, 1956. The 
initial day of the dedication was followed by 
2 days of Open House with the last day 
being devoted to a professional program. 
Doctors Harold E. Himwich, Florence B. 
Powdermaker, and Lawrence S. Kubie par- 
ticipated on the latter day. 


New Pepiatrics new 
fellowship program to prepare candidates 
for an academic career in pediatric education 
with an emphasis on the social science and 
psychological aspects of pediatrics will be 
initiated by the department of pediatrics of 
State University of New York Medical 
Center in Syracuse in the autumn of 1956. 

In addition to the cultural, social, and 
psychological relations of pediatrics, ample 
opportunity for continuing experience in 
pediatric practice and teaching will be avail- 
able. 

The program provides for a 3-year train- 
ing period with the appointment of 1 Fellow 
each year, so that a maximum of 3 Fellows 
will be in training at one time. Candidates 
should have completed their residency train- 
ing in pediatrics. The program is being sup- 
ported by a grant from the Commonwealth 
Fund. 

Inquiries should be addressed to: Dr. 
Julius B. Richmond, Department of Pedi- 
atrics, State University College of Medicine, 
Syracuse 10, N. Y. 
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NortTHvILLe CLINICAL Research Sym- 
POsIUM.—The second clinical research sym- 
posium sponsored by this hospital will be held 
June 6, 1956. The subject this year is atro- 
pine toxicity therapy, and a full schedule of 
lectures, clinical demonstrations, and discus- 
sions will be presented. Further informa- 
tion may be obtained from Dr. G. R. Forrer, 
Northville State Hospital, Northville, 
Michigan. 


Sr. ExuizaseruHs Hosprrat.—The new 
Dorothea Lynde Dix Pavilion of St. Eliza- 
beths Hospital was dedicated April 13, 1956. 
At the dedication ceremonies the large as- 
semblage was addressed by the Honorable 
Richard M. Nixon, Vice-President of the 
United States. 


ASSOCIATION OF PsYCHIATRISTS AND 
ROLOGISTS OF FRANCE AND FRENCH-SPEAK- 
Countrigs.—The 54th congress of this 
Association will take place at Bordeaux from 
August 30 to September 4, 1956. The fol- 
lowing reports will be presented: Personality 
Tests, by Professor Pichot ; Frontal Tumors, 


by Dr. Boudouresques; and Architectural 


Problems of the Mental Hospital, by Dr. 
Bouquerel. 


OF CHILDHOOD ScHIzo- 
PHRENIA.—The Henry Ittleson Center for 
Child Research has published an annotated 
bibliography of papers in English on child- 
hood schizophrenia and related disorders 
through 1954. This publication contains 584 
entries and is available through Basic Books, 
Inc., §9 Fourth Avenue, New York 3, N. Y., 
for $2.50. 


AMERICAN PsycHosomatic SocieTy.—At 
the annual business meeting of the Society, , 
March 24, 1956, in Boston, the following 
persons took office: I. Arthur Mirsky, M. D., 
president ; Theodore Lidz, M. D., president- 
elect; Morton F. Reiser, M. D., sceretary- 
treasurer. 

Elected to Council were: Louis Linn, 
M.D., Eugene Meyer, M.D., Eric D. Wit- 
tkower, M. D., Harold G. Wolff, M. D. 

The 14th annual meeting of the Society 
will be held May 4-5, 1957, at Chalfonte- 
Haddon Hall, in Atlantic City. 
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BOOK REVIEWS 


HeattH Manpower Source Boox. Prepared by 
Maryland Y. Pennell and Marion A. Alten- 
derfer. (Washington: U. S. Public Health 
Service, 1955. Price: Section 1, Physicians, 
$.40; Section 2, Nursing Personnel, $.40; Sec- 
tion 3, Medical Social Workers, $.40; Section 4, 
County Data, $1.75.) 


These 4 volumes furnish an excellent compilation 
of information regarding the present and probable 
future supplies of medical personnel of all kinds 
and types, though singling out for particular study 
the 3 professional groups indicated in the titles. 
The volume on Medical Social Work, treating as it 
has a field difficult to define and including but 3,300 
persons of the total of 75,000 in the social work field, 
appears unjustified from a numerical point of view ; 
it is equal in size to the volumes on physicians, 
treating 200,000, and on nursing which deals with 
700,000. 

Nothing more can be done in a review of these 
fact-packed volumes than pick out a point or two 
from each for comment. A table in Volume 1 
shows that specialists in psychiatry were 5 times as 
numerous in 1949 as in 1923, but that E. N.T. 
specialists had doubled, internists sixtupled, ob- 
stetricians and gynocologists septupled in the same 
period. Psychiatry is, roughly the fourth most 
common specialty in medical practice, internal medi- 
cine, surgery, E. N. T., and obstetrics and gynocol- 
ogy having more practitioners. Another table will 
give an idea of the “attractive power” of medical 
schools, if this can be judged from the ratio of ap- 
plications to accepted students. 

In the nursing volume, the impressive fact is the 
size of the profession. There are almost 2 registered 
nurses per physician, and 4 plus if all personnel 
directly caring for patients are included. There is 
sparse information about psychiatric nursing in the 
voluine. 

Volume 4 indicates different available methods for 
classification of communities, with special emphasis 
on the county, and gives facts about the distribution 
of medica’ ;»rsonnel. An outstanding finding dupli- 
cates one «ft world-wide experience as well—that 
medical personnel is in better supply where financial 
resources are greater. Since illness is distributed 
more in the inverse pattern, this is illogical and 
unfortunate and presents a major problem of ad- 
ministration of medical services. 

There is little data directly bearing on osychiatry, 
but ample material to be applied in this field. 

Paur V. Lemxau, 
Director, Mental Health Services, 
New York City. 


Mopvern Trenps in PsycnHosomatic Mepicine. By 
Desmond O'Neill. (New York: Harper, 1955.) 
After reading this book one wonders if it should 
not have been entitled “Essays of Psychosomatic 
Interest.” It comprises 21 essays on a variety of 


topics and syndromes. Each chapter is contributed 
by a different British specialist, and one by O'Neill 
himself. The first 3 chapters are general, and the 
last 3 devoted to therapy. 

Philip Hopkins (Chapter 1) lists a series of dis- 
orders in which he feels the psychosomatic approach 
is required and calls these stress disorders but with 
no reference to Selye’s concept of stress. The cri- 
teria for such a disorder are: “(1) It begins at a 
time of crisis or special stress; (2) its course varies 
with the degree of strain; and, (3) it clears with 
alteration in the life situation or with psychother- 
apy.” He concludes from his survey that “there is 
at present approximately some 40 per cent of the 
sick population [in Great Britain] in need not of 
drugs, but of psychotherapy,” and comments that 
this cannot be given by physicians with the maxi- 
mum number of patients permitted under the Na- 
tional Health Service, but may possibly be pro- 
vided by physicians who have an additional source 
of remuneration. 

Todd (Chapter 2), in discussing the psycho- 
somatic concept, notes that there is nothing modern 
in the idea that many bodily diseases are caused 
by emotional disturbances, and continues “what is 
perhaps now new is the idea that particular diseases, 
or groups of diseases, should be classified under the 
heading of ‘psychosomatic’ or, alternatively, ‘stress 
diseases’.” But he, too, has little to say about stress. 
O’Neill (Chapter 3) writes briefly of Doctor, Pa- 
tient, and Student. 

The next 15 chapters are devoted to problems in 
the specialties and to specific illness syndromes. For 
example, a chapter is devoted to limb pains in 
children, and another to music and migraine. There 
is a good chapter on pediatrics which the author 
describes as cursory impressions, and one on Sug- 
gestion and Hypnosis in Obstetrics. Skin Dis- 
orders, Essential Hypertension, Thyrotoxicosis, and 
Emotion and Eye Symptoms are among the other 
chapter headings. About half the chapters are with- 
out summary «r conclusion, as is the book itself. 

These chapters are not exhaustive treatises but 
each author discusses some phase or phases of his 
subject which has interested him, and offers sug- 
gestions and clues which may be stimulating. Aside 
from this there is little new. The discussions are 
neither complete nor completely up to date, as, for 
example, the discussion of “psychosomatic diseases.” 
Nevertheless they make good reading, particularly 
for those already somewhat conversant with the 
field. 

Franvers Dunpar, M.D., 
New York City. 


Prospects Psycuuteic Researcn. Edited by 
J. M. Tanner, M.D. (Oxford: Blackwell Sci- 
entific Publications, 1953. Price: $5.75.) 


This book is a collection of essays given at a 
Conference at Magdalen College, Oxford, convened 
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by the Mental Health Research Fund in March 
1952. 

Some 48 different investigators participated in 
the conference in an attempt to formulate answers 
to the following 2 questions: (1) “What are the 
ignorances which today principally hamper our 
understanding of the nature, prevention, and cure 
of mental illness?” (2) “What advances in research 
are most likely to remove these, and so help to re- 
duce the population of mental hospitals and insti- 
tutions for delinquents?” 

Each essay was discussed by several other men 
in the same field. 

Prof. Le Gros Clark writes on “Ignorances in the 
Anatomical Field,” Dr. J. A. V. Bates on “Ignor- 
ances in the Physiological Field,” Prof. A. Lewis 
on “Points of Research into Interaction Between the 
Individual and the Culture,” Prof. Russell on “The 
Contribution of Studies of Animal Behavior,” and 
Drs. Richter, Reiss, and Professor Elkes on “Ignor- 
ances in Biochemistry, Endocrinology, and Pharma- 
cology.” 

Each individual area listed above is covered in a 
comprehensive, scholarly manner and is a good 
survey of that particular field. However, there is a 
failure throughout, except in Prof. Lewis’ essay, 
to relate the preclinical sciences to the general field 
of psychiatry. Neglected in this survey is the entire 
field of dynamic psychiatry, psychoanalysis, and 
general clinical psychiatry. The social sciences with 
the exception of Prof. Lewis’ chapter are completely 
omitted. 

Although the individual essays are valuable, they 
do not adequately represent modern psychiatric 
thinking. Since the entire field of dynamic psy- 
chiatry and much of the social sciences are omitted, 
the narrow scope of the conference carried out under 
the ambitious title of “Prospects in Psychiatric Re- 
search” is disappointing. 

Dantex H. Funxensrtein, M.D., 
Boston, Mass. 


Tue Unique IneLuence or tHe Jouns Horxins 
Universtry ON American Mepicine. By 
Richard Harrison Shryock. (Copenhagen: 
Ejnar Munksgaard, 1955. Price, bound: Dan. 
kr. 17.50.) 

In the 63 text pages of this book is told the story 
of a unique institution established under unique 
conditions laid down by its founder, at a favorable 
time in the history of education, by an extraor- 
dinary group of medical giants, under the 
guidance of the quite exceptional first president of 
the university. 

In Shryock’s dramatic words: “An ‘angelic con- 
junction’ of men, money, and circumstances hovered 
over Baltimore in 1876. Even the year was aus- 
picious: just a century after the declaration of 
political independence, the Hopkins, in effect, an- 
nounced American independence in scholarship and 
science.” 

A few quotations will indicate the content of this 
book. Professor Shryock starts off with the strik- 
ing statement: “Although still a young institution, 
the Johns Hopkins is the oldest university in the 


United States.” To be explicit: “For more than 
two centuries there had been little that was 
‘higher’ about so-called higher education. Then, 
with apparent suddenness between 1875 and 1895, 
the Hopkins emerged . . . a modern university in 
spirit as well as in form, providing professional 
training within a research-centered environment. 
Nothing like this emphasis upon the advancement 
of knowledge, as distinct from the transmission of 
learning, had been known before in this country; 
and it made a profound impression upon academic 
circles throughout the nation.” The point is em- 
phasized by President Eliot of Harvard who stated 
that the Harvard Graduate School, “started feebly 
in 1870 and 1871, did not thrive, until the example 
of Johns Hopkins forced our Faculty to put their 
strength into the development of our instruction 
for graduates. And what was true of Harvard was 
true of every other university in the land... .” It 
was Hopkins’ inspired first president, Daniel Coit 
Gilman, who “envisaged advanced training and re- 
search as processes which could be undertaken then 
and there . . . thus Hopkins set up training facili- 
ties which previously had been available only over- 
seas... . Never before, in the United States, had 
medical education been envisaged as an integral 
part of a university program.” 

Long years of planning and consultation at home 
and abroad preceded the establishment of the hos- 
pital (1889) and the medical school (1893). Presi- 
dent Gilman relied heavily upon the versatile Dr. 
John Shaw Billings, outstanding medical librarian 
and hospital authority. Billings designed the hos- 
pital buildings and laid down organizational and 
educational plans that were found good to follow. 
He advocated small classes with combined clinical 
and laboratory work. He looked ahead to the de- 
velopment of fields hitherto neglected in American 
medical schools, notably public hygiene, pediatrics, 
psychiatry, and the history of medicine. 

A major first step was the insistence on building 
the medical staff on a national or international 
basis. (The general rule in existing schools had 
been to recruit their staffs from among local doc- 
tors.) Extremely fortunate, indeed providential 
were the first two medical appointments—Welch as 
pathologist and Osler as physician-in-chief. With 
them were soon associated Halsted in surgery, and 
Kelly in gynecology. (These were Thc Four Doc- 
tors of Sargent’s celebrated painting.) Other bril- 
liant colleagues were soon assembled—Mall in 
anatomy, Howell in physiology, Williams in ob- 
stetrics, Thayer in internal medicine, Barker in 
neuroanatomy and medicine, Flexner in pathology 
and bacteriology. Thus was constituted initially at 
Hopkins a galaxy of medical leaders quite un- 
precedented in American schools. 

Several conditions established at the beginning 
set the Hopkins school apart from other medical 
schools in the country: classes were to be small ; 
the course was to be four years (at least a year 
longer than elsewhere); full college training, in- 
cluding the basic sciences were required for ad- 
mission; women to be admitted on the same basis 
as men. 
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Other medici schools followed suit in raising 
their standards and lengthening their courses (4 
years beca:ne standard after 1912) but the doors 
were genrally closed to women elsewhere for quite 
a long time. 

A radical departure from custom was the e¢s- 
tablishment of full-time professorships—first in the 
basic sciences and later in the clinical branches as 
weil. A goal constantly held in view was the pro- 
vision of advanced clinical training as well as pre- 
parixz men for teaching and research. “Prior to 
the opeiung of the Hopkins Hospital, opportunities 
for post-internship training in specialties were un- 
known in the United States.” 

Shryock traces the many directions in which the 
Hopkins influence led not only to fundamental re- 
forms in medical education and the advancement of 
medical science, but to a vast widening of the in- 
strumentalities of health generally. It led to the 
establishment of the Rockefeller Institute for Medi- 
cal Research, and to the devastating Flexner re- 
port, Medical Education in the United States and 
Canada (1910). “Out of nearly 150 medical col- 
leges then in existence, Flexner gave somewhat 
favorable statements on only 5 schools. “The Hop- 
kins was his model. He stated: “This was the 
first medical school in America of genuine uni- 
versity type. . . . The influence of this new founda- 
tion can hardly be overstated.” 

The enlistment of foundation money in support 
of medical science was another result of the Hop- 
kins influence. At about the time that the hospital 
and medical schoo! were launched it had been stated 
that American theolozical schools’ endowments 
amounted to $18,000,000, while only $500,000 went 
to medical schools. “But between 1903 and 1934, 
nine foundations alone grauted to medical institu- 
tions about $154,000,000. . . . Thus medicine, com- 
pletely neglected until about 1900, became there- 
after the chief beneficiary of public giving.” 

Another Hopkins innovation was the Phipps 
Psychiatric Clinic, founded in 1913, “the first de- 
partment to transform psychiatry from the almost 
exclusive concern of ‘asylum’ superintendents to 
the status of a university discipline.” 

Still another first was the founding of the 
Schoo! of Hygiene and Public Health in 1916. Di- 
rector F. F. Russell of the International Health 
Board declares that the advent of the School of 
Hygiene at Hopkins, with Welch as its promoter 
and first director, “marked the turning point in 
public health education not only in this country but 
throughout the world.” 


In nature there are neither rewards nor punishments—there are consequences. 


Of great significance was the establishment of a 
professorship in the history of medicine in 1926 and 
in 1930 the creation of the Institute of History of 
Medicine with funds provided by the General Edu- 
cation Board. Like the other new departments at 
Hopkins, the Institute was the first of its kind in 
the United States. The Welch Medical Library, 
likewise created in 1930 by merging the libraries of 
the hospfal and of the School of Medicine and the 
School of Hygiene, became the home of the In- 
stitute, and Welch, the moving spirit throughout 
the developmental period at Hopkins, now in his 
eightieth year, became the first professor of the 
history of medicine. Certain other schools estab- 
lished similar chairs. It was high time. There 
had been, and still is, too much paleophobia in 
medical disciplines, especially in psychiatry. 

One index of the spreading influence of the Hop- 
kins Medical School was the number of its gradu- 
ates called to professorships in other institutions 
from the very beginning. From the first 4 small 
classes (1897-1900) some 13 graduates attained full 
professorships. From classes 1901 to 1910 the num- 
ber gaining this rank was 51. during the next 
decade, 112. 

Another scale is provided by the number of 
Hopkins men who turned to research and speciali- 
zation—since research implies specialization—as 
compared with the graduates from other schools. 
In an analysis made in 1932 of all “recent gradu- 
ates” from medical schools, the number who had 
become specialists ‘sowed the following ratios: 
Johns Hopkins, 75%, Harvard, 64%. Michigan, 
44%; Pennsylvania, 40%. 

Professor Shryock, who had occupied the chair 
in medical history at the University of Pennsyl- 
vania, came to the Hopkins in 1949 as director of 
the Institute of the History of Medicine. He closes 
his study with this striking paragraph: “To Hop- 
kins, more than to any other one institution, the 
country was indebted after 1900 for a veritable 
revolution in the nature and status of the medical 
sciences—with all that this implied for human wel- 
fare. This was a development of major importance 
in the social and cultural life of the nation, and the 
meaning of the Hopkins epic is missed if these 
wider relationships and consequences are ignored. 
Here is a tradition which should and will be main- 
tained, no doubt in changing forms adapted to 
changing circumstances.” 

C. B. F. 


—Rovert S. INGERSOLL 
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Abortion: Legal Abortion in Denmark (Ed.), 662, 
Feb. '56. 

Academic Lecture. Biological Roots of Psychiatry ; 
R. Gerard, 81, Aug. ’55. 

ACTH: Use in Psychosomatic Disease; G. Saver, 
55, July ’ss. 

Addiction : 

Management of Addictions (R.); E. Podolsky, 
573, Jan. '56. 

Tobacco Addiction: Arbeit und Gesundheit (R.) ; 
K. Pohlise, 954, May '56. 

Adlerian Psycho.vugy: and the Development of the 
Child (R.) ; M. Ganz, 951, May ’56. 

Administrative Psychiatry: Review of Psychiatric 
Progress, 1955, Symp.; W. Overholser, 557, 
Jan. '56. 

Administrators, Certification of: Report of Com- 
mittee and Directory of Candidates Certified, 
67, July '55; 658, Feb. '56. 

Adolf Meyer: Discussion of the Pathology of De- 
mentia Praecox; J. Conn., 366, Nov. '55. 

Age: See Geriatrics. 

Alchemy: Mysterium Coniunctionis (R.); C. G. 
Jung, 949, May '56. 

Alcoholism : 

Cetadiol (5-Androstene-3 16-Diol) in Treat- 
ment of Hospitalized Alcoholics (C.N.); C. 
Campbell, 845, Apr. '56 

Current Attitudes to Alcoholism of Psychiatrists 
in Southern California; M. Hayman, 485, Jan. 
"56. 

In the Military Service; L. 1004, 

Psychodynamics of the “Dry D 
herty, 460, Dec. ’55. 

Review of Psychiatric Progress, 1955, Symp.; K. 
Bowman, 537, Jan. '56. 

Allergy and Psychosis ; D, Freedman, 873, May '56. 
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Allgemeine Arztliche Gesellschaft fiir Psychothera- 
pie, 1926-31; W. Eliasberg, 738, Mar. ’56. 
American Board of Psychiatry and Neurology: 
Candidates Certified, San Francisco, Calif., Oct. 
17-18, 1955, 660, Feb. ’56; New York City, 
Dec. 12-13, 852, Apr. ’56. 
Regulations (Special Notice), 572, Jan. ’56. 
American Psychiatric Association : 
Assembly of District Branches. Report of First 
Speaker, 227, Sept. ’55. 
Atlantic City Meeting (Ed.), 60, July ’ss. 
Proceedings of the 111th Annual Meeting, At- 
lantic City, 1955, 212, Sept. ’s5s. 
Program Announcement, 1956, 226, Sept. ’55. 
Anthropology : 
Contributions to Psychosomatic Medicine; M. 
Montagu, 977, June ‘56. 
Anthropology (R.); J. White, 763, Mar. ’56. 
Aphasia: A Critical Study (R.); S. Freud, 955, 
May '56. 
Art, Culture, and Insanity (R.); F. Reitman, 766, 


Azacyclonol, Chlorpromazine, and Reserpine Used 
with Chronic Psychotic Patients; F. Rinaldi, 
678, Mar. ’56. 

Chlorpromazine and Depression (P.C.R.); H. 
Denber, 1021, June '56. 

Chlorpromazine Alone and as an Adjunct to 
-_ Psychotherapy; R. Cowden, 898, May 


Chlorpromazine and Reserpine Used on Chroni- 
cally Nude, Untidy, Destructive, and Combat- 
ive Patients (C.N.); W. Tuteur, 741, Mar. ’56. 

Chlorpromazine in the Treatment of Mental III- 
ness (P.C.R.); H. Denber, 465, Dec. ’s55. 

Combined Reserpine-Chlorpromazine Therapy in 
Highly Disturbed Psychotics (C.N.); W. 
Tuteur, 206, Sept. ’55. 
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Complications : 

Agranulocytosis with Chlorpromazine (C.R.) ; 
J. Carey, 565, Jan. 56. Also S. Tillim, 1028, 
June ’56. 

During Reserpine Therapy (C.R.); C. Cahn, 
64, July ’5s. 

Fatal Acute Aseptic Necrosis of the Liver As- 
sociated with Chlorpromazine (C.R.); R 
Elliott, 940, May '56. 

Follow-up Study on Patients Treated with 
Thorazine (P.C.R.) ; E. Kris, 1022, June '56. 

Hypothermia Following Reserpine (C.R.); S 
Payn, 657, Feb. ’56. 

Designation of “Tranquilizing Agents” in Neu- 
ropharmacology (Corr.), 392, Nov. ’55. 

Effect of Chlorpromazine on Return Rate of Pa- 
tients (C.N.); B. Pollack, 937, May ’s56. 

Effects of Reserpine on Schizophrenic Patients 
(C.N.); D. Pearl, 936, May 56. 

EEG Investigation on Largactil in Psychosis; 
A. Szatmari, 788, Apr. ’56. 

Frenquel in Treatment of Disturbed Patients 
with Psychoses of Long Duration; F. Rinaldi, 
343, Nov. ’55. 

International Colloquium on Chlorpromazine 
and Neuroleptic Medications in Psychiatric 
Treatment, Paris, Oct. 20-22, 1955, Report, 749, 
Mar. '56. 

Limitations of Use of Private Practice (Corr.), 
850, Apr. ’56. 

Meprobamate in the Treatment of Psychotic Pa- 
tients (C.N.); J. Barsa, 1023, June '56. 

Private Practice, Use in; A. Bennett, 78a, Apr. 
"56. 

Psychosis with Phantom Limb Pain Treated by 
Chlorpromazine (C.R.); J. Miles, 1027, June 

Publicity Re (Corr.), 661, Feb. ’56. 

Reserpine in Disturbed Psychotic Patients; J. 
Barsa, 684, Mar. ’56. 

Atlas of Men (R.); W. Sheldon, 77, July ’5s. 
Autism: Autistic Child in Adolescence; L. Eisen- 
berg, 607, Feb. '56. 


Basic Problems in Psychiatry (R.) ; J. Wortis, 478, 
Dec. ’55. 
Biochemistry : 

Adrenocortical Function in Schizophrenia; E. 
Bliss, 358, Nov. '55. See Corr. Re: 748, Mar. 
"56. 

Adrenocortical Responsivity to Stress and ACTH 
(Corr.), 748, Mar. '56. 

Diagnostic Aspects of a Study of Intracellular 
Phosphorylations in Schizophrenia; I. Boszor- 
menyi-Nagy, 11, July ’s55. 

Phenylketonuria: Absence of in Adult Psychotics 
(C.N.); R. Cares, 938, May ’s6. 

Review of Psychiatric Progress, 1955, Symp.; 
Langworthy, 514, Jan. '56. 

Serum Magnesium and Other Electrolytes in 
Insulin-Induced Hypoglycemia (C.N.) ; J. Ham- 
marsten, 1024, June 's56. 


Theories of Indoles in Schizophrenigenesis 
(C.N.); W. Turner, 466, Dec. '55. 

Biological Roots of Psychiatry: Academic Lec- 
ture; R. Gerard, 81, Aug. '55. 
Book Reviews : 

Abramson, Harold A., ed.: Problems of Con- 
sciousness. Transactions of the Fifth Confer- 
ence, 950, May ’s6. 

Alexander, i Treatment of Mental Disorder, 
475, Dec. '5 

Altenderfer, Marion A.: See Pennell, Maryland 
Y., jt. auth. 

Andrews, George Clinton: Diseases of the Skin; 
4th ed., 951, May ’s6. 

Assembly of the State of California: California 
Sexual Deviation Research, 240, Sept. '55. 

Bailey, Percival: See MacKay, Roland P., jt. ed. 

Beck, Samuel J.: The Six Schizophrenias, 240, 
Sept. '55. 

Bellak, Leopold: The Tat and Cat in Clinical 
Use, 300, Nov. ’55. 

Berg, Irwin A.: See Pennington, L. A., jt. auth. 

Bettag, Otto L.; Slight, David; Wenig, Philip 
W.; and Sorensen, William H.: The Aged 
and Aging in Illinois. Part I. The Mentally 
Ill, 400, Nov. ’55. 

Bluemel, C. S.: Psychiatry and Common Sense, 
399, Nov. 

Bonaparte, Marie: Peychoanalyse et Anthro- 
pologie, 238, Sept. '55. 

B maparte, Marie: Psychoanalyse et Biologie, 
Sept. ’55. 

Bo:.aparte, Marie; Freud, Anna; Kris, Ernst, 
eds.: The Origins of Psychoanalysis. Sigmund 
Freud’s Letters to Wilhelm Fliess, 660, Fe. 

Braatgy, Trygve: Fundamentals of Psychoana- 
lytic Technique, 761, Mar. 56. 

Brand, Howard, ed.: The Study of Personality : 
A Book of Readings, 318, Oct. ’55. 

Bromberg, Walter: Man Above Humanity: A 
History of Psychotherapy, 760, Mar. '56, 

Cabot, Hugh; and Kahl, Joseph A.: Human Re- 
lations. Vol I. Concepts in Concrete Social 
Science. Vol. II. Cases in Concrete Social 
Science, 312, Oct. "55. 

Carmichael, Leonard, ed.: Manual of Child Psy- 
chology, 2d ed., 758, Mar. ’56. 

Cecil, R. L.; and Loeb, R. F.: Textbook of 
Medicine, 860, Apr. '56. 

Chase, Marian Tyler: See Chase, Stuart, jt. 
auth. 

Chase, Stuart; and Chase, Marian Tyler: Power 
of Words, 234, Sept. '55. 

oa R. A.: See Wittkower, Eric D., jt. 
au 

Coleman, Marie L.: See Nichtenhauser, Adolph, 
jt. auth. 

Howard F.: Current Therapy—1g55, 316, 

"55. 
Crosser, Paul K.: The Nihilism of John Dewey, 
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Drooz, Irma Gross: Doctor of Medicine, 952, 


.: La Notion de Normal en Psy- 
chologie Clinique, 760, Mar. '56. 

Edwards, Allen L.: Edwards Personal Prefer- 
ence Schedule, 761, Mar. '56. 

Edwards, Allen L.: Statistical Methods for the 
Behavioral Sciences, 862, Apr. ’56. 

Fie, Niles: Macroscopical Investigations of 
Twenty-Nine Brains Subjected to Frontal 
Leucotomy, with Some Observations on 
Clinico-pathological Correlations, 763, Mar. '56. 

Engle, Bernice: See Lewis, Nolan, D. C., jt. 
auth. 

Ey, Henri: Etudes Psychiatriques. Vol. 3. 
Structure des Psychoses Aigues et Destruc- 
turation de la Conscience, 314, Oct. ’55. 

Fy, Henri, ed.; Psychiatrie Clinique et Thera- 
peutique de L’Encyclopedic Medico-Chirurgi- 
cale, 476, Dec. '55. 

Faris, Robert E. L.: Social Disorganization, 2d 
ed., 398, Nov. ’55. 

Fernandes, Barahone; and Dinis, Seabra: La 
Therapeutique Occupationnelle en Psychiatrie 
(Occupational! Therapy in Psychiatry), 671, 
Feb. '56. 

Frank, Jerome D.: See Powdermaker, Florence 
B., jt. auth. 

Freeman, Walter: See Robinson, Mary Frances. 
jt. auth. 

Freud, Anna: See Bonaparte, Marie, jt. auth. 

Freud, Sigmund: On Aphasia: A Critical Study, 
955, May '56. 

Galdston, Iago: The Meaning of Social Medi. 
cine, 156, Aug. '55. 

Ganz, Madelaine: The Psychology of Alfred 
Adler and the Development of the Child, 951, 
May ‘56. 

Gauger, Kurt: Die Dystrophie als Psychoso- 
matisches Krankheitsbild, 238, Sept. ’ss. 

Gellhorn, E.: Physiological Foundations of Neu- 
rology and Psychiatry, 479, Dec. '55. 

Grinker, Roy R.; and Robbins, Fred P.: Psy- 
chosomatic Case Book, 667, Feb. '56. 

Haan, A. M. F. H.: See Lups, S., jt. auth. 

Halmos, Paul: Solitude and Privacy. A Study 
of Social Isolation, Its Causes and Therapy, 79, 
July ‘ss. 

Hare, C. C.: See Hooker, D., jt. ed. 

Harms, Ernest: Essentials of Abnormal Child 
Psychology, 237, Sept. '55. 

Harrower, Molly: Appraising Personality. The 
Use of Psychological Tests in the Practice of 
Medicine, 239, Sept. '55. 

Henry, Andrew F.; and Short, James F.: Sui- 
cide and Homicide, 77, July '55. 

Henry, George W.: All the Sexes, 480, Dec. ’s55. 

Hertzman, M.: See Witkin, H. A., jt. auth. 

Hess, Walter Rudolph: Diencephalon. Auto- 
nomic and Extrapyramidal Functions, 762, 
Mar, '56. 

Heuser, Gunnar: See Selye, Hans, jt. auth. 

Hoch, Paul; and Zubin, Joseph: Current Prob- 
lems in Psychiatric Diagnosis, 234, Sept. '55. 


Hodgson, Kenneth W.: The Deaf and Their 
Problems, 320, Oct. ’55. 

Hooker, D.; and Hare, C. C., eds.: Genetics and 
the inheritance of Integrated Neurological and 
Psychiatric Patterns, 399, Nov. ’55. 

Horder, Lord: The British Encyclopaedia of 
Medical Practice. Medical Progress, 1954, 672, 
Feb. ’56. 

Ingram, Madalene Elliott: Principles and Tech- 
niques of Psychiatric Nursing, 4th ed., 671, 
Feb. ’56. 

Janz, Dieter; and Matthes, Ansgar: Die Pro- 
pulsiv-Petit Mal-Epilepsie. Klinik und Verlauf 
der sog. Blitz und Nick und Salaamkrampfe, 
764, Mar. '56. 

Jenkins, Richard L.: Breaking Patterns of De- 
feat: The Effective “eadjustment of the Sick 
Personality, 950, 56. 

Jones, Maxwell: Th: “herapeutic Community, 
477, Dec. ’55. 

Jung, C. G.: Answer to Job, 952, May '56. 

Jung, C. G.: Mysterium Coniunctionis, 949, May 
56. 

Kahl, Joseph A.: See Cabot, Hugh, jt. auth. 

Karnes, M.: See Kirk, S., jt. auth. 

Karpman, Benjamin: The Sexual Offender and 
His Offences, 860, Apr. ’56. 

King, H. E.: Psychomotor Aspects of Mental 
Disease, 670, Feb. ’56. 

Kirk, S.; Karnes, M.; and Kirk, W.: You and 
Your Retarded Child, 758, Mar. '56. 

Kirk, W.: See Kirk, S., jt. auth. 

Knight, Robert, ed.: Psychoanalytic Psychiatry 
and Psychology, 956, May ’56. 

Krich, A. M., ed.: The Homosexuals. As Seen 
by Themselves and Thirty Authorities, 78, July 
55. 

Kris, Ernst: See Bonaparte, Marie, jt. auth. 

Larsson, Tage; and Sjégren, Torsten: A Meth- 
odological, Psychiatric, and Statistical Study 
of a Large Swedish Rural Population, 75, 
July ’ss. 

LeComte, Edward S., ed.: Dictionary of Last 
Words, 75, July '55. 

Lewis, H. B.: See Witkin, H. A., jt. auth. 

Lewis, Nolan D. C.; and Engle, Bernice: War- 
time Psychiatry, 314, Oct. ’55. 

Liebman, Samuel, ed.: Stress Situations, 314, 
Oct. '55. 

Linn, Louis: A Handbook of Hospital Psychia- 
try, 576, Jan. '56. 

Llavero, F.: Symptom und Kausalitat, 954, May 
"56. 

Loeb, R. F.: See Cecil, R. L., jt. auth. 

Lombard, George F.: See Roethlisberger, F. J., 
jt. auth. 

Lowenfeld, Margaret: The Lowenfeld Mosaic 
Test, 668, Feb. ’56. 

Lups, S.; and Haan, A. M. F. H.: The Cere- 
brospinal Fluid, 957, May ’s56. 

Machover, K.: See Witkin, H. A., jt. auth. 

MacKay, Roland P.; Wortis, S. Bernard; and 
Bailey, Percival, eds.: Year Book of Neu- 
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rology, Psychiatry, and Neurosurgery, 235, 
Sept. ’55. 

Masserman, Jules H.: The Practice of Dynamic 
Psychiatry, 949, May ‘56. 

Matthes, Ansgar: See Janz, Dieter, jt. auth. 

Mayer-Gross, W.; Slater, Eliot; and Roth, Mar- 
tin: Clinical Psychiatry, 574, Jan. '56. 

Michaels, Joseph J.: Disorders of Character. 
Persistent Enuresis, Juvenile Delinquency, 
Psychopathic Personality, 316, Oct. ’55. 

Missner, P. Bretnall: See Wirkin, H. A., jt. 
auth. 

Moore, Sherwood: Hyperostosis Cranii, 157, 
Aug. ’55. 

Moses, Paul: The Voice of Neurosis, 764, Mar. 
’56. 

Nathan, Helmuth: See Standard, Samuel, jt. 
auth. 

National Conference of Social Work: The So- 
cial Welfare Forum, 1953. Official Proceed- 
ings, 80th Annual Meeting, 950, May '56. 

Newton, Miles: Maternal Emotions, 759, Mar. 

Nichtenhauser, Adolph; Coleman, Marie L.; and 
Ruhe, David S.: Films in Psychiatry, Psychol- 
ogy, and Mental Health, 236, Sept. ’55. 

Odlum, Doris: Psychology, The Nurse, and the 
Patient, 2d ed. 317, Oct. 55. 

Oliven, John F.: Sexual Hygiene and Pathology. 
A Manual for the Physician, 765, Mar. '56. 

C ill, Desmond: Modern Trends in Psycho- 
somatic Medicine, 1037, June 56. 

O'Sullivan, Eamon N. M.: Textbook of Occu- 
pational Therapy with Chief Reference to Psy- 
chological Medicine, 960, May ’56. 

Penman, John; and Smith, Marion C.: Intra- 
cranial Gliomata, 317, Oct. ’55. 

Pennell, Maryland Y.; and Altenderfer, Marion 
A.: Health Manpower Source Book, 1037, 
June ’56. 

Pennington, L. A.; and Berg, Irwin A.: Intro- 
duction to Clinical Psychology, ad ed., 315, 
Oct. '55. 

Pepinsky, Harold B.; and Pepinsky, Pauline 
Nichols: Counseling Theory and Practice, 959, 
May ’56. 

Pepinsky, Paul Nichols: See Pepinsky, Harold 
B., jt. auth. 

Phillips, Leslie; and Smith, Joseph G.: Ror- 
schach Interpretation: Advanced Technique, 
236, Sept. ’55. 

Piaget, Jean: The Construction of Reality in 
the Child, 156, Aug. ’55. 

Pichot, Pierre: Les Tests Mentaux, 313, Oct. 
5. 

Podolsky, Edward, ed.: Management of Addic- 
tions, 573, Jan. '56. 

Pohlisch, Kurt: Arbeit und Gesundheit. Tabak: 
Betrachtunger: ueber Genuss- und Rauchphar- 
maka, 954, May ’56. 

Porot, Maurice: L’Enfant et Les Relations 
Familiales, 80, July ’55. 

Powdermaker, Florence B.; and Frank, Jerome 

D.: Group Psychotherapy. Studies in Method- 

ology of Research and Therapy, 672, Feb. ’56. 


Rehder, Hans: Konversion und Reversion Kli- 
nischer Neurosen, 237, Sept. ’55. 

Reitman, Francis: Insanity, Art, and Culture, 
766, Mar. ’56. 

Robbins, Fred P.: See Grinker, Roy R., jt. auth. 

Robinson, Mary Frances; and Freeman, Walter: 
Psychosurgery and the Self, 78, July '55. 

Roethlisberger, F. J.; Lombard, George F.; and 
Ronken, Harriet 1: Training for Human 
Relations. (An Interim Report.), 573, Jan. '56. 

Ronken, Harriet I.: See Roethlisberger, F. J., 
jt. auth. 

Roth, Martin: See Mayer-Gross, W., jt. auth. 

Riimke, H. C.: Psychiatrie, 859, Apr. '56. 

Ruhe, David S.: See Nichtenhauser, Adolph, jt. 
auth. 

Runes, Dagobert D., ed.: Treasury of Philoso- 
phy, 160, Aug. ’55. 

Sargant, William; and Slater, Eliot: An Intro- 
duction to Physical Methods of Treatmest in 
Psychiatry, 3d ed., 476, Dec. ’55. 

Schafer, Roy: Psychoanalytic Interpretation in 
Rorschach Testing: Theory and Application, 
575, Jan. 

Schneider, Kurt: Psychiatrie Heute, 314, Oct. 
"55. 

Schwartz, Morris S.: See Stanton, Alfred H., jt. 
auth. 

Selye, Hans; and Heuser, Gunnar: Fourth An- 
nual Report on Stress, 1954, 316, Oct. 55. 

Sheldon, William H.: Atlas of Men, 77, July ’ss. 

Short, James F.: See Henry, Andrew F., jt. 
auth. 

Shryock, Richard Harrison: The Unique Influ- 
ence of the Johns Hopkins University on 
American Medicine, 1038, June '56. 

Sill, Alfreda P.: See Thompson, Charles B., jt. 
auth, 

Sjégren, Torsten: See Larsson, Tage, jt. auth. 

Skattowe, Ian: Clinical Psychiatry. For Prac- 
titioners and Students, 312, Oct. '55. 

Sater, Eliot: See Mayer-Gross, W., jt. auth. 

Slater, Eliot: See Sargant, William, jt. auth. 

Slight, David: See Bettag, Otto L,, jt. auth. 

Smith, Joseph G.: See Phillips, Leslie, jt. auth. 

Smith, Marion C.: See Penman, John, jt. auth. 

Solomon, Joseph C.: A Synthesis of Human Be- 
havior, 320, Oct. ’55. 

Sorensen, William H.: See Bettag, Otto L., jt. 
auth, 

Spieg<', E. A., ed.: Progress in Neurology and 
Psychiatry, 235, Sept. ’55. 

Standard, Samuel; and Nathan, Helmuth: Should 
the Patient Know the Truth?, 313, Oct. ’55. 
Stanton, Alfred H.; and Schwartz, Morris S.: 

The Mental Hospital, 317, Oct. ’s55. 

Tanner, J. M., ed.: Prospects in Psychiatric Re- 
search, 1037, June '56. 

Thompson, Charles B.; and Sill, Alfreda P.: 
Our Common Neurosis, 239, Sept. ’55. 

Thorne, Frederick C.: Principles of Psychologi- 
cal Examining. A Systematic Textbook, 765, 

Mar. '56. 
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Tredgold, A. F.; and Tredgold, R. F.: Manual 
of Psychological Medicine for Practitioners 
and Students. 3d ed., 158, Aug. ’55. 

Tredgold, R. F.: See Tredgold, A. F., jt. auth. 

Wapner, S.: See Witkin, H. A., jt. auth. 

Weinstein, Edwin A.; and Kahn, Robert L.: De- 
nial of Illness, 477, Dec. ’55. 

Weitzenhoffer, André M.: Hypnotism. An Ob- 
jective Study in Suggestibility, 668, Feb. ’56. 
Wenig, Philip W.: See Bettag, Otto L., jt. 

auth. 

West, D. J.: Psychical Research Today, 863, 
Apr. '56. 

White, J. E. Manchip: Anthropology, 763, Mar. 


56. 

Williams, R. H., ed.: Textbook of Endocri- 
nology, 2d ed., 960, May 's56. 

Wilson, A. A. Kinnier: Neurology. Vols. I-III. 
ad ed., 863, Apr. '56. 

Witkin, H. A.; Lewis, H. B.; Hertzman, M.; 
Machover, K.; Missner, P. Bretnall; and 
Wapner, S.: Personality through Perception : 
An Experimental and Clinical Study, 319, Oct. 
"55. 

Wittkower, Eric R.; and Cleghorn, R. A.: Re- 
cent Developments in Psychosomatic Medicine, 
953, May '56. 

Woods School, The: The Adolescent Excep- 
tional Child. A Realistic Approach to Treat- 
ment and Training. Proceedings of the 1954 
Spring Conference of the Child Research 
Clinic, 959, May '56. 

Wortis, Joseph, ed.: Basic Problems in Psychia- 
try, 478, Dec. 's55. 

Wortis, S. Bernard: See MacKay, Roland P., jt. 
ed. 


Wretmark, Gerdt: The Peptic Ulcer Individual, 
158, Aug. 
Zilboorg, Gregory: The Psychology of the Crim- 
inal Act and Punishment, 957, May '56. 
Zubin, Joseph: See Hoch, Paul, jt. auth. 
Brain Tumors: 
Intracranial Neoplasms in Psychotic Patients; 
N. Raskin, 481, Jan. '56. 
Misleading Mental Symptoms; W. Chambers, 
387, Nov. 'ss. 
Brigham, Amariah: Life and Works; E. Carlson, 
831, Apr. '56. 
Butler Hospital, Closing of (Ed.), 229, Sept. 's5s. 


Cc 


Carbon Dioxide Therapy: An Evaluation; A. La 
Verne, 107, Aug. '55. 

Careers in Psychiatry (Ed.), 305, Oct. ’s5. 

Catatonia: 

Catatonic Excitement and Death from Lower 
Nephron Nephrosis; A. Gianascol, 382, Nov. 
"SS. 

Cortisone in Acute Catatonic Excitement; W. 
Wiedorn, 457, Dec. ’55. 

Physiological Concomitants of Phasic Disturb- 
ance in Periodic Catatonia; A. Bonkalo, 11, 
Aug. '55. 


Ceaebral Palsy: British Methods for Treatment of 
Spastics; T. Fay, a9, july ’ss. 
Cerebrospinal Fluid (R.); S. Lups, 957, May ’56. 
Character Disorders: Disorders of Character. Per- 
sistent Enuresis, Juvenile Delinquemy, and 
Psychopathic Personality (R.); J. Michaels, 
316, Oct. ’55. 
Chicago: Psychiatric Facilities; F. Gerty, 837, 
Apr. '56. 
Child Psychiatry and Childhood Problems: 
Adolescent Exceptional Child (R.); 
School, 959, May '56. 
Aggressive Behavior Disorders of Childhood; 
H. Morris, Jr., 991, June ’56. 
— Child in Adolescence; L. Eisenberg, 607, 
eb. '56. 
Construction of ~_ in the Child (R.); J. 
Piaget, 156, Aug. ’5 
Essentials of pa Child Psychology (R.); 
E, Harms, 237, Sept. 
Homburger, August: Pioneer in (H.N.), 146, 
Aug. ’55. 
L’Enfant et Les Relations Familiales (R.); M 
Porot, 80, July ’s55. 
Manual of Child Psychology (R.); L. Carmi- 
chael, 758, Mar. ’56. 
Play and Neuroses of Children; F. Schneersohn, 
47, July ’5s. 
Pregnancy Experience and Development of Be- 
havior Disorder; B. Passamanick, 613, Feb. 


Woods 


Psychology of Alfred Adler and the Develop- 
ment of the Child (R.); M. Ganz, 951, May 


Review of Psychiatric Progress, 1955, Symp.; 
L. Kanner, 531, Jan. '56. 

You and Your Retarded Child (R.); S. Kirk, 
758, Mar. 

Chlorpromazine: See Ataractics. 

Clinical Psychiatry: Review of Psychiatric Prog- 
ress, 1955, Symp.; P. Hoch, 522, Jan. '56. See 
Corr. re: 850, Apr. '56. 

Comic Books (Ed.), 854, Apr. ’56. 

Command Automatism and Echopraxia to Tele- 
vision (C.R.); C. Hay, 65, July ’5s. 

Community Studies: Distribution of Psychiatric 
Symptoms in a Small Town; D. Leighton, 716, 
Mar. 

Conferences and the Conscience (Ed.), 566, Jan. 
"56. 

Consciousness, Problems of (R.); H. Abramson, 
959, May 's6. 

Convulsive Disorders : 

Die Propulsiv-P etit Mal Epilepsie (R.) ; D. Janz, 
764, Mar. '56. 

Review of Psychiatric Progress, 1955, Symp.; 
B. Berman, 541, Jan. 56. 

Counseling: Theory and Practice (R.) ; H. Pepin- 
sky, 959, May ’s6. 

Creative Writing and Criticism: Some Psychiatric 
Considerations; M. Moore, 423, Dec. ’s55. 

Criminology: See also Forensic Psychiatry. 

Psychiatric Treatment of Prisoners at the Cali- 
fornia Medical Facility; N. Showstack, 821, 
Apr. '56. 
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Psychology of the Criminal Act and Punishment 
(R.); G. Zilboorg, 957, May ’56. 
Cushing’s Syndrome and Its Management (C.R.) ; 
P. Hertz, 144, Aug. ’55. 


D 


Deafness: The Deaf and Their Problems (R.); 
320, Oct. '55. 

Defenses : ay 2 Nature and Function; J. Reid, 
1015, June ’5 


Denial of = (R.); A. Weinstein, 477, Dec. 


"55. 

Denmark: Legal Abortion in (Ed.), 66a, Feb. '56. 

Dermatology: Diseases of the Skin (R.); G. An- 
drews, 951, May 's6. 

Dewey, John: Nihilism of (R.); P. Crosser, 398, 
Nov. ’55. 

Dictionary of Last Words (R.); E, LeCompte, 75, 
July ’55. 

Diencephalon. Autonomic and Extrapyramidal 
Functions (R.); W. Hess, 762, Mar. '56. 
Doctor, Evolution of: Autobiography of Irma 

Gross (R.), 952, May ’56. 
Dreams : 
Dream Association: Reassociation in Dreams 
(C.N.); H. Abramson, goo, Oct. ’55. 
Total Loss of Teeth in (C.N.); J. Schneck, 939, 
May 
Drugs and Drug Therapy: See also Ataractics. 
Cetadiol (5-Androstene-3 16 Diol) in Treatment 
of Hospitalized Alcoholics (C.N.); C. Camp- 
bell, 845, Apr. 56. 
Chlorpromazine for Headache (C.N.) ; H. Arch- 
ibald, 390, Nov. ’55. 
Coramine-Electroshock Therapy in Treatment of 
Schizophrenia; P. Lighthart, 619, Feb. ’56. 
Morphine Idiosyncrasy (C.R.); M. Kehoe, 846, 
Apr. '56. 
Pacatal Used in Psychiatric Patients (P.C.R.) ; 
N. Kline, 63, July ’55. 
Psychiatric Side Effects of Iproniazid; G. Crane, 
494, Jan. ’56. 
Sedative Drugs—lIs it Safe to Withdraw Them? ; 
M. Levin, 910, May '56. 
Succinylcholine Dichloride Administration in 
Electroshock; D. Impastato, 893, May ‘56. 
Uses of Drugs in Psychiatric Research; A. 
Wikler, 961, June '56. 
“Dry Drunk”: Psychodynamics of; J. Flaherty, 
460, Dec. '55. 


E 


Editorial Policy: Shop Talk (Ed.); 566, Jan. ’56 
Education : 
Controlled Mental Health Workshop in a Public 
School System; B. Balser, 199, Sept. 55. 
Mental Health in; Review of Psychiatric Prog- 
ress, 1955, Symp.; W. Ryan, 544, Jan. ’56. 
Egas Moniz: His Life and Work; W. Freeman, 
769, Apr. '56. 
EEG: 
Differentiation between Anxiety and Depression 


by Photically Activated EEG; C. Shagass, 41, 
July 'ss. 

EEG Investigation on Largactil in Psychosis; A 
Szatmari, 788, Apr. '56. 

Intracerebral Recordings from Psychotic Patients 
During Hallucinations and Agitation; C. Sem- 
Jacobsen, 278, Oct. 

Review of Psychiatric Progress, 1955, Symp. ; W. 
Liberson, 517, Jan. '56. 

Electroshock Therapy : 

After Cardiac Surgery (C.R.); J. Pisetsky, 303, 
Oct. ’55. 

Combined with Coramine in Treatment of Schiz- 
ophrenia; P. Lighthart, 610, Feb. '56. 

Complications: Strangulation of a Diaphrag- 
matic Hernia (C.N.); B. Rioux, 466, Dec. ’55. 

Danger of Various Types of Medication During 
(Corr.), 745, Mar. '56 

Fatality Due to Tracheal and Bronchial Obstruc- 
tion; W. Tuteur, 624, Feb. '56. 

Methods of Administration of Succinylcholine 
Dichloride in; D. Impastato, 893, May ’5%. 
Modern Methods in; E. Parsons, 18, July ’s5s5. 

Peroneal Nerve Palsy in (C.N.); E. Mason, 299, 
Oct. 

Prolonged Coma Following (C.R.) ; H. Schapire, 
940, May '56. 

Emotions: Stress and Emotional Health; J. White- 
horn, 773, Apr. '56. 

Endocrinology : 

Review of Psychiatric Progress, 1955, Symp.; O. 
Langworthy, 514, Jan. '56. 

Textbook of (R.); R. Williams, 960, May ‘56. 

Epilepsy: See also Convulsive Disorders. 

Emotional and Psychological Factors in; W. 
Caveness, 190, Sept. ’55. 

Emotional and Psychological Factors: Physio- 
logical Background; W. Liberson, 91, Aug. '55. 

Encyclopedia of Psychiatry: Psychiatrie Clinique 
et Therapeutique (R.) ; H. Ey, 476, Dec. ’55. 

Etiology: Symptom und Kausalitét (R.); F. 
Llavero, 954, May 's6. 

Etudes Psychiatriques. Structure des Psychoses 
Aigues et Destructuration de la Conscience 
(R.); H. Ey, 314, Oct. ’ss. 

European Psychiatry: Observations and Comments 
on; Freyhan, 673, Mar. 

Experimental Psychiatry: Principle of Dementia 
Praecox (Corr.), 391, Nov. ’55. 

Experimental Psychotic States; J. MacDonald, 
970, June '56. 


F 


Family Care: Review of Psychiatric Progress, 
1955, Symp.; W. Barton, 554, Jan. '56. 
Family Studies : 
Adjustment of Siblings in Large Families; J. 
Bossard, 889, May 
Schizophrenia in the Youngest Male Child of the 
Lower Middle Class; B. Roberts, 129, Aug. ’55. 
Far East: Psychiatry in; K. Bowman, 919, May 
"56. 
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Fatalities : 

Fatal Acute Aseptic Necrosis of the Liver Asso- 
ciated with Chlorpromazine (C.R.); R. Elliott, 
940, May '56. 

Fatality from Lower Nephron Nephrosis Com- 


plicating Acute Catatonic Excitement; A. 
Gianascol, 382, Nov. ’55. 

Sudden Death Precipitated by Anxiety Compli- 
cating Aortic Stenosis (C.R.); E. Isherg, 743, 
Mar. 

Forensic Psychiatry: See also Criminology. 

Homosexual in Court; M. Guttmacher, 591, Feb. 
"56. 

Psychiatric Evaluation of Laws of Homosexu- 
ality; K. Bowman, 577, Feb. ’56. 

Psychodynamic Patterns in the Homosexual Of- 
fender; B. Glueck, 584, Feb. '56. 

Psychology of the Criminal Act and Punish- 
ment (R.); G. Zilboorg, 957, May ’s6. 

Review of Psychiatric Progress, 1955, Symp.: W. 
Overholser, 557, Jan. '56. 

Sexual Offender and His Offences (R.); B 
Karpman, 860, Apr. '56. 

Freud; 

Kraepelin and: A Marginal Note on Interpre- 
tation (Ed.); 393, Nov. ’55. 

Letters to Wilhelm Fliess (R.) ; M. Bonaparte, 
669, Feb. '56. 

Psychic Energy of Jung and; W. Bonime, 372, 
Nov. ’55. 


G 


Genetics: See Heredity and Eugenics. 
Geriatrics : 
Aged and Aging in Illinois, The (R.) ; O. Bettag, 
400, Nov. ’55. 
Menta! Hospitalization of the Aged; L. Kolb, 
627, Feb. '56. 
Problems of the Aging; E. Fogel, 724, Mar. '56. 
Review of Psychiatric Progress, 1955, Symp.; 
K. Bowman, 537, Jan. '56. 
Graphology: Contribution to the Survey of Hand- 
writing; M. Bruck, 640, Feb. '56. 
Group Psychotherapy : 
Chlorpronazine as an Adjunct to; R. Cowden, 
898, May ’s6. 
Studies in Methodology of —— and Therapy 
(R.); F. Powdermaker, 672, Feb. ’56. 
With Hospitalized Patients (C.N.); A. Canter, 
297, Oct. '55. 


H 
Handbook of Hospital Psychiatry (R.); L. Linn, 
576, Jan. '56. 
Headache : Chlorpromazine Treatment for 


(C.N.); H. Archibald, 390, Nov. ’55. | 
Heredity and Eugenics: 

Genetic Aspects of Preadolescent Schizophrenia ; 
F. Kallman, 599, Feb. '56. 

Genetica Medica, First International Symposium 
(R.) ; L. Gedda, 954, May '56. 

Genetics and the Inheritance of Integrated Neu- 
rological and Psychiatric Patterns (R.); D. 
Hooker, 399, Nov. '55. 


Psychotic and Neurotic Illnesses in Twins 
(Corr.), 391, Nov. ’55. 

Review of Psychiatric Progress, 1955, Symp.; F. 
Kallman, 510, Jan. '56. 

Simultaneous Occurrence of Schizophrenia in 
Identical Twins; R. Solomon, 912, May ’56. 

Historical : 

Adolf Meyer Discusses the Pathology of De- 
mentia Praecox; J. Conn, 366, Nov. ’s5. 

Brigham, Amariah: Life and Works; E. Carl- 
son, 931, Apr. ’56. 

Butler Hospital, Closing of (Ed.,, 229, Sept. ’55. 

Egas Moniz (1874-1955). His Life and Work; 
W. Freeman, 769, Apr. ’56. 

Homburger, August: Pioneer in Child Psychia- 
try (H.N.), 146, Aug. ’55. 

Isaac Ray and the Trial of Daniel M’Naghten; 
B. Diamond, 651, Feb. ’56. 

Johns Hopkins University, Unique Influence on 
American Medicine (R.); R. Shryock, 1038, 
June ’'56. 

Kraepelin and Freud: A Marginal Note on In- 
terpretation (Ed.), 393, Nov. ’55. 

Lombrose, Cesare (Ed.), 943, May ’56. 

Mesmer and Mozart: Relation Between (H.N.), 
848, Apr. ’56. 

Saint Elizabeths Hospital Centennial (H.N.), 
207, Sept. '55. 

Southard, Elmer Ernest: 
(H.N.), 847, Apr. ’56. 

Tissot, Simon-Andred (H.N.), 744, Mar. s6, 

Homosexuality: See also Sex. 
Homosexual in Court; M. Guttmacher, 591, Feb. 


Homosexuals as Seen by Themselves and Thirty 
Authorities (R.); A. Krich, 78, July ’S5s. 

Psychiatric Evaluation of Laws of Homosexu- 
ality; K. Bowman, 577, Feb. ’56. 

Psychodynamic Patterns in the Homosexual Of- 
fender ; B. Glueck, 584, Feb. '56. 

Hospital Statistics: Discharge and Readmission 
Rates in 4,254 First Admissions of Schizo- 
phrenia; R. Israel, 903, May ’56. 

Human Relations, Vols. 1-II (R.); H. Cabot, 312 
Oct. '55. 

Hypnosis : 

Hypnotism: An Objective Study in Suggesti- 
bility (R.); A. Weitzenhoffer, 668, Feb. ’56. 
Hysteroid Aspects of; A. Meares, 916, May '56. 


I 


Industrial Psychiatry : Review of Psychiatric Prog- 
ress, 1955, Symp.; R. Collins, 546, Jan. ’56. 
Insanity, Art, and Culture (R.); F. Reitman, 766, 

Mar. '56. 
Instincts (Ed.), 149, Aug. ’55. 
Insulin Coma: 
Evaluation of Subcoma Therapy; D. Greaves, 
135, Aug. '55. 
Death Experience in; E. Walkenstein, 985, June 
"56. 
International Colloquium on Chlorpromazine and 
Neuroleptic Medications in Psychiatric Treat- 
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ment, Paris, Oct. 20-22, 1955, Official Report, 
749, Mar. ’56. 


J 


Johns Hopkins University: Unique Influence on 
American Medicine (R.); R. Shryock, 1038, 
June '56. 

Jung, C. G. 

Alchemy: Mysterium Coniunctionis (R.), 949, 
May ’56. 

Answer to Job (R.), 952, May '56. 

Archetypal Patterns in Schizophrenia; E. Edin- 
ger, 354, Nov. ’55. 

Empiricism Reconsidered, His (Ed.), 71, July 

Psychic Energy of Freud and; W. Bonime, 372, 
Nov. ’55. 


Kraepelin and Freud: A Marginal Note on Inter- 
pretation (Ed.), 393, Nov. ’55. 


L 


Leucotomy: See Psychosurgery. 
Lobotomy: See Psychosurgery. 
Lombroso, Cesare (Ed.), 943, May '56. 


M 


M’Naghten, Daniel: Isaac Ray and the Trial of; 
B. Diamond, 651, Feb. '56. 

Man and Human Nature; M. Ashley Montagu, 401, 
Dec. '55. Corr. Re: 746, Mar. 56. 

Maternal Emotions (R.); N. Newton, 759, Mar. 

Mental Deficiency : 

Reaction Time Responses of Mental Defectives, 
Schizophrenics, and Normal Adults; J. Tizard, 
803, Apr. '56. 

Review of Psychiatric Progress, 1955, Symp.; L. 
Kanner, 531, Jan. '56. 

Schizophrenia and Low Normal Intelligence; C. 
Fellner, 349, Nov. ’55. 

You and Your Retarded Child (R.); S. Kirk, 
758, Mar. ’56. 

Mental Health: 

Community Stake in Mental Health Program; 
J. Ewalt, 248, Oct. ’55. 

In Public Schools: A Controlled Workshop, B. 
Balser, 199, Sept. ’55. 

New York City: Community Functioning of 
Mental Health Board (Ed.), 468, Dec. ’55. 

Statistics, U.S.; D. Blain, 53, July ’s5s. 

Trends in (Ed.), 305, Oct. 55. 

Mesmer: Relation to Mozart (H.N.), 848, Apr. 
"56. 

Mexican Family Structure and Neuroses; R. Diaz- 
Guerrero, 411, Dec. '55. 

Military Psychiatry : 

Alcoholism in the Military Service; L. West, 
1004, June '50. 

Far East: The Psychiatric Operation, Army 
Forces, 1950-53; D. Peterson, 23 July ’55. 


In Korea Following Cease Fire Agreement; G. 
Klumpner, 260, Oct. '55. 
Marginal Manpower in the Military Forces; E. 
Caveny, 123, Aug. ’55. 
Prisoner of War Syndrome; H. Strassman, 998, 
June ’s6. 
Review of Psychiatric Progress, 1955, Symp.; 
J. Skobba, 559, Jan. '56. 
Wartime Psychiatry (R.); N. Lewis, 314, Oct. 
Mozart: Relation to Mesmer (H.N.), 848, Apr. 
"56. 
N 


National Library of Medicine (Ed.), 1032, June '56. 

Negroes: Psychiatric Disorders Among; R. 
Schermerhorn, 878, May '56. 

Neuropathology : 

Brain Lesions: Effect cn Normal and Neurotic 
Behavior; J. Masserman, 865, May 's6. 

Intracranial Gliomata (R.); J. Penman, 317, 
Oct. ’55. 

Intracranial Neoplasms in Psychotic Patients ; 
N. Raskin, 481, Jan. '56. 

Review of Psychiatric Progress, 1955, Symp.; O. 
Langworthy, 514, Jan. '56. 

Neuroses: 

Kowwersion und Reversion Klinischer Neurosen 
(R.); H. Rehder, 237, Sept. '55. 

Learning Versus Lesions as the Basis of Neu- 
rotic Behavior; J. Wolpe, 923, May '56. 

Mexican Family Structure and; R. Diaz- 
Guerrero, 411, Dec. ’55. 

Our Common Neuroses (R.) ; C. Thompson, 239, 
Sept. 

Neurosyphilis: Review of Psychiatric Progress, 
1955, Symp.; W. Timberlake, 534, Jan. '56. 
New York City Mental Health Board (Ed.), 468, 

Dec. 

Noyes, Arthur Percy, M.D., President 1954-1955: 
A Biographical Sketch; A. Bookhammer, 8, 
July 

Nursing: 

Principles and Techniques of Psychiatric Nurs- 
ing (R.); M. Ingram, 671, Feb. '56. 

Psychology, Nurse, and Patient (R.) ; D. Odlum, 
317, Oct. ’55. 

Review of Psychiatric Progress, 1955, Symp.; 
M. Corcoran, 549, Jan. '56. 


O 


Obituaries : 
Baganz, Crawford N., M. D., 677, Mar. ‘56. 
Fry, Clements C., M. D., 767, Mar. '56. 
Occupational Therapy : 
La Therapeutique Occupationnelle en Psychiatrie 
(R.) ; B. Fernandes, 671, Feb. '56. 
Psychological Medicine and (R.); E. O'Sullivan, 
May '56. 
Review of Psychiatric Progress, 1955, Symp.; F. 
Du Bois, 550, Jan. '56. 
Outpatient Psychiatry: Review of Psychiatric 
— 1955, Symp.; W. Barton, 554, Jan. 
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Pathology: Hyperostosis Cranii (R.); S. Moore, 
157, Aug. ’55. 

Peptic Ulcer : 

New Psychophysiological Correlates in Women 
with Peptic Ulcers (C.N.); S. Cohen, 1025, 
June 

Peptic Ulcer Individual (R.) ; G. Wretmark, 158, 
Aug. ’'55. 

Personality : 

Appraising Personality (R.) ; M. Harrower, 239 
Sept. ’55. 

Personality Disorders and the Relationship of 
Emotion to Surgical Illness; I. Zwerling, 270, 
Oct. ’55. 

Readjustment of: Breaking Patterns of Defeat 
(R.); R. Jenkins, 950, May ’s6. 

Study of (R.); H. Brand, 318, Oct. ’55. 

Through Perception (R.) ; H, Wilkin, 319, Oct. 
"SS. 

Personnel : 

Educational Background and Job Adjustment of 
Private Hospital Psychiatric Aides; j. Love, 
186, Sept. '55. 

Health Manpower Source Book (R.); M. Pen- 
nell, 1037, June 's56. 

Selection of Psychiatric Aides; D. Schmidt, 451, 
Dec. '55. 

Phenylketonuria: Absence of in Adult Psychotics 
(C.N.); R. Cares, 938, May ’56. 

Philosophy, Treasury of (R.) ; D. Runes, 160, Aug. 
"55. 

Phobias: Diagnosis and Treatment of Phobic Re- 
action; D. Tucker, Apr. 

Photic Stimulation Test: Differentiation between 
Anxiety and Depression by Photically Acti- 
vated EEG; C. Shagass, 41, July 'ss. 

Physiatric Treatment Methods in a Neuropsychi- 
atric Hospital; C. Reagan, 637, Feb. '56. 

Physiological Foundations of Neurology and Psy- 
chiatry (R.); E. Gellthorn, 479, Dec. ’ss. 

Physiological Treatment: Review of Psychiatric 
Progress, 1955, Symp. ; J. Wortis, 526, Jan. 's6. 

Play Therapy: From Rousseau to Rogers; D 
Lebo, 418, Dec. ’55. 

Poliomyelitis: Use of Colloidal Iodine Solution in 
Palliative Treatment ; (C.N.); E. Miranda 
Ortiz, 206, Sept. ’s5. 

Deceptive Syndrome ; T. Cross, 1010, 

une 

Pregnancy Experience and the Development of Be- 
havior Disorders in Children; B. Passamanick, 
613, Feb. '56. 

Presidential Address: A. Noyes, 1, July ’ss. 


Presidential Biography: A. Bookhammer, 8, July 

Prisoner of War Syndrome; H. Strassman, 908, 
June ‘56. 

Private Practice: Use of Ataractics in; A. Ben- 
nett, 782, Apr. '56. 


Psychiatric Diagnosis, Current Problems in (R.); 
P. Hoch, 234, Sept. ’5s. 


Psychiatric Education : 

Medical School Electives on Family Attitudes, 
Sexual Behavior, and Marriage Counseling ; 
K. Appel, 35, July ’ss. 

Review of Psychiatric Progress, 1955, Symp.; 
F. Ebaugh, 561, Jan. 56. 

Visual Aids: Films in Psychiatry, Psychology, 
and Mental Health (R.); A. Nichtenhauser, 
236, Sept. ’55. 

Psychiatry, Contemporary: Psychiatrie Huete 
(R.); K. Schneider, 314, Oct. ’55. 

Psychic Driving; D. Cameron, 502, Jan. '56. 

Psychic Energy of Freud and Jung; W. Bonime, 
372, Nov. '55. 

Psychical Research Today (R.); D. West, 863, 
Apr. ’56. 

Psychoanalysis : 

Freud's Letters to Wilhelm Fliess (R.); M 
Bonaparte, 669, Feb. ’56. 

Fundamentals of Psychoanalytic Technique (R.) ; 
Trygve Braatfy, 761, Mar. 

In Western Culture; F. Alexander, 692, Mar. 

Psychanalyse et Anthropologie (R. ); M. tn 


parte, 238, Sept. ’ 
Psychanalyse = Biologie (R.); M. Bonaparte, 
238, Sept. 
'US.A., 1955, M. Gitelson, 700, 
Mar. '56. 


Psychoanalytic Borderlines; G, Zilboorg, Mar. 


Psychoanalytic Interpretation in Rorschach Test- 
ing (R.); R. Schafer, 575, Jan. '56. 

Psychoanalytic Psychiatry and Psychology (R.) ; 
R. Knight, 956, May ’56. 

Reflections on Varying Concepts; K. Appel, 711, 
Mar. ’56. 

Synthesis of Human Behavior (R.) ; J. Solomon, 
320, Oct. '55. 

Psychological Services for Chronic Mental Patients 
in State and VA Hospitals; A. Zeichner, 430, 
Dec. ’55. 

Psychology : 

Clinical Psychology : 

Introduction to (R.); L. Pennington, 315, Oct. 


55. 

La Notion de Normal en Psychologie Clinique 
(R.); F. Duyckaerts, 760, Mar. 56. 

Review of Psychiatric Progress, 1955, Symp. ; 
F, Wyatt, 520, Jan. '56. 

Contributions to Psychiatry (C.N.); A. Hodges, 
741, Mar. '56. 

Experimental Psychology: How Brain Lesions 
Affect Normal and Neurotic Behavior; J. 
Masserman, 865, May '56. 

Psychological Examining (R.); F. Thorne, 765, 
Mar. '56. 

Psychomotor Aspects of Mental Disease (R.); H. 
King, 670, Feb. '56. 
Psychosomatics : 

ACTH in; G. Saver, 55, July ’ss. 

Case Book (R.); R. Grinker, 667, Feb. '56. 

Contributions of Anthropology to; M. Montagu, 
977, June '56. 

Die Dystrophie als Psychosomatisches Krank- 
heitsbild (R.); K. Gauger, 238, Sept. ’s5. 
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Modern Trends in (R.); D. O'Neill, 1037, June 
"56. 

Recent Developments in Psychosomatic Medi- 
cine (R.); E. Wittkower, 953, May ’56. 

Psychosurgery : 

And the Self (R.); M. Robinson, 78, July ’s5. 

Brain Changes Following Leucotomy: Macro- 
scopical Investigations of Twenty-Nine Brains 
(R.); N. Eie, 763, Mar. ’56. 

Prefrontal Lobotomy, Four Years’ Experience 
with; V. Kral, 375, Nov. ’55. 

Review of Psychiatric Progress, 1955, Symp.; W. 
Freeman, 529, Jan. ’56. 

Psychotherapy : 

Aims and Limitations of; P. Hoch, 321, Nov. ’55. 

Man Above Humanity (R.); W. Bromberg, 760, 
Mar. '56. 

Mental Hospital, The (R.); A. Stanton, 317, 
Oct. 

Review of Psychiatric Progress, 1955, Symp.; P. 
Hoch, 522, Jan. '56. 

Suicidal Patient and; L. Moss, 814, Apr. ’56. 

Supervision of in Schizophrenia; S. Silverman, 
436, Dec. ’55. 

Understanding Psychotherapy; J. Whitehorn, 
328, Nov. ’S5. 


R 


Ray, Isaac: and the Tria! of Daniel M’Naghten; 
B. Diamond, 651, Feb. '56. 

Reaction Time Responses by Schizophrenics, Men- 
tal Defectives, and Normal Adults; J. Tizard, 
803, Apr. '56 

Regional Psychiatry : 

Caribbean Area (Corr.), 1029, June ’56. 

Chicago: Psychiatric Facilities; F. Gerty, 837, 
Apr. '56. 

European Psychiatry; F. Freyhan, 673, Mar. ’56. 

Far Eastern Psychiatry; K. Bowman, 919, May 
"56. 

Research: 

Drugs in Psychiatric Research; F. Wikler, 961, 
June '56. 

Experimental Psychotic States; J. MacDonald, 
970, June '56. 

Prospects in Psychiatric Research (R.); J. Tan- 
ner, 1037, June 's56. 

Research Conference Abstracts: APA Regional 
Conference, Topeka, Kansas, Oct. 23-24, 1953, 
28, Oct. ’55. Montreal, Canada, Nov. 5-6, 
1954, 928, May 's6. 

Reserpine: See Ataractics. 

Reviews of the Literature: 

Current Therapy—i955 (R.) ; H. Conn, 316, Oct. 

"55. 

Medical Progress. British Encyclopaedia of 
Medical Practice (R.); Lord Horder, 672, 
Feb. '56. 

Progress in Neurology and Psychiatry (R.); E. 
Spiegel, 235, Sept. 

Year Book of Neurology, Psychiatry and Neuro- 
surgery (R.); R. MacKay, 235, Sept. ‘ss 

Rorschach: See also Tests. 

Psychoanalytic Interpretation in Rorschach Test- 

ing (R.); R. Schafer, 575, Jan. '56. 


Rorschach Interpretation: Advanced Technique 
(R.); L. Phillips, 236, Sept. ’5 

Verification of Alpha Diannostic Formula for 
Underactive Schizophrenics; Z. Piotrowski, 
443, Dec. 


Saint Elizabeths Hospital Centennial (H.N.), 207, 
Sept. '55. 
Schizophrenia: See also Catatonia. 

Adolf Meyer Discusses the Pathology of De- 
mentia Praecox; J. Conn, 366, Nov. ‘55. 

Adrenocortical Function in; E, Bliss, 358, Nov. 
’5s. See also Corr. re: 748, Mar. '56. 

Archetypal Patterns in; E. Edinger, 354, Nov. 

Blood Pressure Responses of Chronic Schizo- 
phrenics to Epinephrine and Mecholyl; K. 
Geocaris, 808, Apr. '56. 

Coramine-Electroshock Therapy in; P. Ligt- 
hart, 619, Feb. '56. 

Course and Outcome; F. Freyhan, 161, Sept. '55. 

Diagnostic Aspects of a Study of Intracellular 
Phosphorylations in; I. Boszormenyi-Nagy, 11, 
July ’s5. 

Discharge and Readmission Rate in 4,254 Con- 
secutive First Admissions; R. Israel, 903, May 
"56. 

Effects of Reserpine on Schizophrenic Patients 
(C.N.); D. Pearl, 936, May ’56. 

Genetic Aspects of Preadolescent Schizophrenia; 
F. Kallman, 599, Feb. '56. 

In the Youngest Male Child of the Lower Mid- 
dle Class; B. Roberts, 129, Aug. '55. 

Low Normal Intelligence and; C. Fellner, 349, 
Nov. ’55. 

Psychosis and Allergy; D. Freedman, 873, May 
"56. 

Reaction Time Responses by Schizophrenics, 
Mental Defectives, and Normal Adults; J. 
Tizard, 803, Apr. '56. 

Rorschach Alpha Diagnostic Formula for Under- 
active Schizophrenics; Z. Piotrowski, 443, Dec. 

Simultaneous Occurrence of in Identical Twins; 
R. Solomon, 912, May '56. 

Six Schizophrenias, The (R.); S. Beck, 240, 

Supervision of Psychotherapy in; S. Silverman, 
436, Dec. 

Theories of Indoles in Schizophrenigenesis 
(C.N.); W. Turner, 466, Dec. ’5s. 

Tracer lodine Studies on Thyroid Activity and 
Thyroid Responsiveness in; E. Cranswick, 170, 
Sept. 

Sedatives: Is It Safe to Withdraw Them?; M. 
Levin, 910, May '56. 
Semantics : 

Definition of “Condition” and “Stress” in the 
Diagnostic and Statistical Manual (Corr.)’ 
942, May ’s6. 

Power of Words (R.); S. Chase, 234, Sept. ‘ss. 

Sex: See also Homosexuality. 
All the Sexes (R.); G. Henry, 480, Dec. 55. 
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California Sexual Deviation Research (R.); As- 
sembly of the State of California, 240, Sept. 
"55. 

Sexual Hygiene and Pathology (R.); J. Oliven, 
765, Mar. ’56. 

Sexual Offender and His Offences (R.); B. 
Karpman, 80, Apr. ’56. 

Shibboleths: Dynamics of Illusion; H Cleckley, 
Nov. ’55. 

Shock Therapy: See also Electroshock. 

Evaluation of Convulsive and Subconvulsive 
Shock Utilizing a Control Group; G. Ulett, 
795, Apr. '56. 

Shop Talk (Ed.), 566, Jan. '56. 

Should the Patient Know the Truth? (R.); S. 
Standard, 313, Oct. ’s5. 

Siblings: Adjustment in Large Families; J. Bos- 
sard, 889, May '56. 

Social Adjustment Scale; P. Barrabee, 252, Oct. 

55. 

Social Medicine, Meaning of (R.) ; I. Galdston, 156, 
Aug. ’55. 

Social Work: 

Function of the Psychiatric Social Worker at 
Western Psychiatric Institute; F. Fisher, 295, 
Oct. '55. 

Review of Psychiatric Progress, 1955, Symp.; 
M. Newcomb, 553, Jan. ’s6. 

Social Welfare Forwm (R.); National Confer- 
ence of Social Work, 950, May '56. 

Sociological Factors in Mental Illness: Social Mo- 
bility and Menta! !Ilness; A. Hollingshead, 179, 
Sept. ’55. 

Sociology : 

Psychiatric Disorders Among Negroes; R. 
Schermerhorn, 878, May '56. 

Social Disorganization (R.) ; R. Faris, 398, Nov 
’55. 

Social Isolation : 

Loneliness and Social Change; C. Bowman, 
194, Sept. ’55. 

Solitude and Privacy (R.); P. Halmos, 79, 
July 

Somatotypes: Atlas of Men (R.); W. Sheldon, 
77, July 'ss. 

Sound Recording: Manifest Reactions of Patients 
and Interviewers to Use in Psychiatric Inter- 
view; R. Lamb, 731, Mar. ’56. 

Southard, Elmer Ernest: ‘I Remember—” (H.N.), 
847, Apr. '56. 

Speech Neurosis: Voice Changes in: Voice of 
Neurosis (R.); P. Moses, 764, Mar. ’56. 
Statistical Methods for the Behavioral Sciences 

(R.); A. Edwards, 862, Apr. ’56. 

Stress: 

Adrenocortical Responsivity to Stress and ACTH 
(Corr.), 748, Mar. 's6. 

Emotional Health and; J. Whitehorn, 773, Apr. 
"56. 

Fourth Annual Report, 1954 (R.); H. Selye, 
316, Oct. '55. 


Stress Situations (R.); S. Liebman, 314, Oct. 
55. 

Stupor of 7 Years’ Duration (C.R.); N. Vahia, 
go2, Oct. ’55. 

Suicide: 

Homicide and (R.);A. Henry, 77, July ’55. 

Psychiatric Study of Attempted -Saitide as Seen 
in a General Hospital; P. Sifneos, 883, May 
"56. 

Psychotherapy of the Suicidal Patient; L. Moss, 
814, Apr. 56. 

Surgical Conditions: Personality Disorder and the 
Relationship of Emotion to; I. Zwerling, 270, 
Oct. 

Swedish Population Studies: Statistical Study of 
a Swedish Rural Population (R.) ; T. Larsson, 
75, July ’s5. 


Television: Use for Dissemination of Psychiatric 
and Mental Health Information (Ed.); 469, 
Dec. ’55. 

Tests: See also Rorschach. 

Edwards Personal Preference Schedule (R.); A. 
Edwards, 761, Mar. ’56. 

Les Tests Mentaux (R.); P. Pichot, 313, Oct. 
"55. 

Lowenfeld Mosaic (R.); M. Lowenfeld, 668, 
Feb. ’56. 

Tat and Cat in Clinical Use (R.) ; L. Bellak, 399, 
Nov. ’55. 

‘Textbooks : 

Clinical Psychiatry (R.); W. Mayer-Gross, 574, 
Jan. '56. 

Clinical Psychiatry. For Practitioners and Stu- 
dents (R.); I. Skottowe, 312, Oct. ’55. 

Diseases of the Skin (R.); C. Andrews, 951, 
May 

Dynamic Psychiatry (R.); J. Masserman, 949, 
May ’56. 

Endocrinology (R.); K. Williams, 960, May '56. 

Handbook of Hospital Psychiatry (R.) ; L. Linn, 
576, Jan. '56. 

Manual of Psychological Medicine for Practi- 
tioners and Students (R.); A. Tredgold, 158, 
Aug. '55. 

Medicine, Textbook of (R.); R. Cecil, 860, Apr. 


Neurology (R.); S. Wilson, 863, Apr. ’56. 
Psychiatrie (R.); H. Riimke, 859, Apr. ’56. 

Therapeutic Commanity : 

Concept of; M. Jones, 647, Feb. ’56. 
Therapeutic Community, The (R.); M. Jones, 
477, Dec. 55. 

Thyroid Studies: Tracer Iodine Studies on Thy- 
roid Activity and Responsiveness in Schizo- 
phrenia; E. Cranswick, 170, Sept. ’55. 

Tissot, Simon-Andred (H.N.), 744, Mar. ’56. 

Tobacco Addiction: Arbeit und Gesundheit (R.); 
K. Pohlisch, 954, May ’56. 

Training for Human Relations (R.); F. Roethlis- 
berger, 573, Jan. '56. 


: 
| 
— 
4 
Yor 
| 
t 
ch 
» 
a 
x 


1956] ANNUAL INDEX 1051 


Treatment : 
Physical Methods of Treatment in Psychiatry 
(R.); W. Sargant, 476, Dec. ’55. 
Treatment of Mental Disorder (R.); L. Alex- 
ander, 475, Dec. ’55. 
Treatment Methods: Progress in Psychiatric 
Therapies; P. Hoch, 241, Oct. 55. 
“Tweenagers” (Ed.), 751, Mar. 56. 
Twins: See Heredity and Eugenics. 


Vagotomy—Five Years Later; W. Shanahan, 140, 
Aug. ’55. 

Vogt, Cécile and Oskar: Tribute to (Ed.), 149, 
Aug. '55. 


Yearbooks: See Reviews of the Literature. 


AUTHOR INDEX 


A 


Abramson, Harold A.: Reassociation of Dreams 
(C.N.), 300, Oct. ’55. 

Alexander, Franz: Psychoanalysis in Western 
Culture, 692, Mar. ’56. 

Appel, Kenneth E.: Psychoanalysis: Reflections 
on Varying Concepts, 711, Mar. '56. 

Appel, Kenneth E.; Mudd, Emily Hartshorne; and 
Roche, Philip Q.: Medical School Electives on 
Family Attitudes, Sexual Behavior, and Marriage 
Counseling, 36, July ’55. 

Appel, Kenneth E.: See Blain, Daniel, jt. auth. 

Apter, Nathanial S.: Methodological Problems in 
a Research Approach to Schizophrenia (Research 
Abstract), 292, Oct. ’55. 

Archibald, Herbert C.: Chlorpromazine for Head- 
ache (C.N.), 390, Nov. ’55. 

Armitage, Stewart G.: See Pearl, David, jt. auth. 


B 


Balser, Benjamin H.; Brown, Fred; Brown, Mi- 
nerva L.; Joseph, Edward D.; and Phillips, 
Donald K.: Preliminary Report of a Controlled 
Mental Health Workshop in a Pubiic School 
System, September 1953—February 1954, 199, 
Sept. ’55. 

Banet, S. R.: See Parsons, E. H., jt. auth. 

Barnes, Robert H.: See Ebaugh, Franklin G., jt. 
auth. 

Barrabee, Edna L.: See Barrabee, Paul, jt. auth. 

Barrabee, Paul; Barrabee, Edna L.; and Finesinger, 
Jacob E.: A Normative Social Adjustment Scale, 
252, Oct. ’55. 

Barsa, Joseph A.; and Kline, Nathan S.: Use of 
Meprobamate in the Treatment of Psychotic 
Patients (C.N.), 1023, June '56. 

Barsa, Joseph A.; and Kline, Nathan S.: Use of 
Reserpine in Disturbed Psychotic Patients, 684, 
Mar. ’56. 

Barton, Walter E.: Cutpatient Psychiatry and 
Family Care (Review of Psychiatric . Progress, 
1955), 554, Jan. '56. 


Bennett, A. E.; Ford, F. R.; and Turk, R. E.: . 


Clinical Investigation of Chlorpromazine and 
Reserpine in Private Psychiatric Practice, 782, 
Apr. '56. 

Berg, Dorothy A.: See Piotrowski, Zygmunt A., 
jt. auth. 

Berg, Seymour: See Impastato, David J., jt. auth. 

Berman, Bernard A.: Epilepsy (Review of Psychi- 
atric Progress, 1955), 541, Jan. ’56. 

Bird, Etta G.: See Denber, Herman C. B., jt. auth. 


Blain, Daniel; Appel, Kenneth E.; Scheflen, Albert 
E.; and Robinson, Robert L.: The Current 
Picture of Mental Health and Psychiatry in the 
U. S. Pertinent Statistics, 53, July '55. 

Bliss, Eugene L.; Migeon, Claude J.; Branch, C. H. 
Hardin; and Samuels, Leo T.: Adrenocortical 
Function in Schizophrenia, 358, Nov. '55. 

Bliss, Eugene L.: See Solomon, Rebecca, jt. auth. 

Boll, Eleanor Stoker: See Bossard, James H. S., 
jt. auth. 

Bonime, Walter: The Psychic Energy of Freud 
and Jung, 372, Nov. ’55. 

Bonkalo, A.; Lovett Doust, J. W.; and Stokes, 
A. B.: Physiological Concomitants of the Phasic 
Disturbances Seen in Periodic Catatonia, 114, 
Aug. '55. 

Bookhammer, Robert S.: Arthur Percy Noyes, 
M.D., President 1954-19055: A Biographical 
Sketch, 8, July 

Bossard, James H. S.; and Boll, Eleanor Stoker: 
Adjustment of Siblings in Large Families, 886, 
May ’s6. 

Boszormenyi-Nagy, Ivan; and Gerty, Francis J.: 
Diagnostic Aspects of a Study of Intracellular 
Phosphorlations in Schizophrenia, 11, July ’55. 

Bowman, Claude C.: Loneliness and Social Change, 
194, Sept. 

towman, Karl M.: Alcoholism. Geriatrics (Re- 
view of Psychiatric Progress, 1955), 537, Jan. '56. 

Bowman, Karl M.: Psychiatry in the Far East, 919, 
May 

towman, Karl M.; and Engle, Bernice: A Psychi- 
atric Evaluation of Laws of Homosexuality, 577, 
Feb. '56. 

sranch, C. H. Hardin: See Bliss, Eugene, jt. auth. 

Brown, Fred: See Balser, Benjamin H., jt. auth. 

srown, Minerva L.: See Balser, Benjamin H., jt. 
auth. 

Brown, William: See Pisetsky, Joseph E., jt. auth. 

jruck, Max A.: Contribution to the Survey of 
Handwriting. The “Gestalt” of Handwriting of 
Apparently Normal Persons in Comparison with 
Specimens of Institutionalized Mental Patients, 
640, Feb. '56. 


Cc 


Cahn, C. H.: Complication During Reserpine Ther- 
apy (C.R.), 64, July ’s55. 

Caldwell, Bettye M.: See Ulett, George A., jt. auth 

Cameron, D. Ewen: Psychic Driving, 502, Jan. 56. 

Campbell, Coyne H.; and Sleeper, Harold G.: 
Cetadiol (5-Androstene-3 16-Diol) in the Treat- 
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ment of Hospitalized Alcoholics (C.N.), 845, 
Apr. '56. 

Canter, Aaron: Observations on Group Psycho- 
therapy with Hospitalized Patients (C.N.), 297, 
Oct. '55. 

Cares, Reuben M.: Absence of Phenylketonuria in 
Adult Psychotics. A Survey of 4,246 Inmates of 
a State Mental Hospital (C.N.), 938, May '56. 

Carey, James B., Jr.; and Magraw, Richard M.: 
Agranulocytosis with Chlorpromazine (C.R.), 
565, Jan. 

Carl, Ann: See Turner, Wm. J., jt. auth. 

Carmichael, Donald M.: See Kris, Else B., jt. auth. 

Carlson, Eric T.: Amariah Brigham: I. Life and 
Works, 831, Apr. ’56. 

Caveness, William F.: 
logical Factors in Epilepsy. General Clinical and 
Neurological Considerations, 190, Sept. ’55. 

Caveny, E. L.: Marginal Manpower in the Military 
Forces, 123, Aug. 
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West, Louis J.: See Greaves, Donald C., jt. auth. 

Wexler, R.: See Morris, H. H., Jr., jt. auth. 
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Whitehorn, John C.: Stress and Emotional Health, 
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348, Nov. '55. 
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Wolpe, Joseph: Learning Versus Lesions as the 
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706, Mar. 56. 

Zintek, Sylvester S.: See Fogel, Ernest J., jt. auth. 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
CONVULSIVE THERAPY—/full range 
« NON-CONVULSIVE THERAPIES e¢ ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT—wnilateral and bilateral 
e MoNo-PoLAR TREATMENT—non-convulsive or convulsive 
¢ BARBITURATE COMA and other respiratory problems 


ONLY REITER. THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE AND TEXT -BOOKS. 


REUBEN REITER, 


38 WEST 48th STREET 
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‘The NEW. 
Phenothiazine 
Derivative 


& 


Promazine Hydrochloride 


An Exclusive Development of W 


ANNOUNCING a f ‘Ataraptic 
\, 
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The ‘drug addict—withdrawa vomiting, 
and bons cramps, general malaise 


a new, clinically derivativ 
demonstrated i impressive effectiveness in 
without inducing significant side-reactions.'*’ 
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Freedom is more than a word 


Freedom becomes a vital reality...freedom to move, to work ... freedom from ever-present fear .. . for 
the epileptic whose seizures have been controlled. Modern anticonvulsant drugs have been largely 
responsible for bringing this new meaning of freedom to thousands. Here are four distinguished 
examples of those history-making anticonvulsants. With them you are able to individualize treat- 


ment... to fit the therapy to the specific seizure type. Do you have the literature? Obbott 


( Trimethadione, Abbott ) 


First successful synthetic anticonvulsant 
.. now an agent of choice... for sympto- 
matic control of petit mal, myoclonic and 
akinetic seizures 


BDuvadtine 


( Paramethadione, Abbott ) 


Homologue to Tridione. An alternative 
preparation often effective in cases refrac- 


tory to Tridione therapy. Especially for 
the treatment of the petit mal triad. 


Dhen 


( Phenacemide, Abbott ) 


A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, grand 
mal, petit mal, and mixed seizures. Often 
successful where all other therapy fails. 


¢ Qemon 


( Metbarbital, Abbott) 


The newest of Abbott's anticonvulsant 
drugs. For grand mal, petit mal, myoclonic 


and mixed seizures. Effective against sei 
zures symptomatic of organic brain 
damage. 


LABORATORIES 
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NO “BARRED LOOK” HERE! 


The Fenestra* Psychiatric Package Window 
unit helps create the homelike atmosphere 
and pleasant surroundings so important in 
modern mental therapy. 

With the attractive appearance of the 
modern, awning-type window seen in many 
homes, there is nothing to suggest restraint. 
The “barred look” is completely absent. The 
protection is where it should be—in the 
window's design, and in its covering screen. 

Besides the steel window itself, the 
Fenestra Psychiatric Package Window unit 
includes steel casings, operating hardware 
(bronze adjuster handle is removable), and 
the choice of three specialized, flush-mount- 
ed, inside screens. (1) A Detention Screen 
gives maximum restraint, The finest stainless 
steel mesh is attached to strong, concealed 
shock absorbers. (2) A Protection Screen, 
without shock absorbers, is used for less 
disturbed patients. (3) An Insect Screen 


Architectural, Residential and Industrial Windows « 
Metal Building Panels + Electrifloor* + Roof Deck « 
Hollow Metal Swing and Slide Doors 
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is used for windows in nonrestraint areas. 

Basically designed for protection of the 
patient, the Fenestra Psychiatric Window 
presents no projecting parts to encourage 
climbing. There are no sharp corners, The 
patient cannot get at the glass. All-weather 
ventilation is controlled without touching 
the screen. Window is washed inside and 
out, from within the room. 

To eliminate maintenance-painting, 
Fenestra Windows are available Super Hot- 
Dip Galvanized, from America’s only plant 
specifically designed for hot-dip galvanizing 
of steel windows. 

Only Fenestra completely fabricates a 
window unit of this type. For complete 
details, call the Fenestra Representative, 
listed in your classified telephone directory, 
or write Detroit Steel Products Company, 
Dept. AJ-2, 2276 East Grand Bivd., Detroit, 
Michigan. *® 


PSYCHIATRIC 


Fenestra | 


The right windows make a REAL DIFFERENCE... 
\ 
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THE MILTOWN MOLECULE 


the tranquilizer with 


KNOWN 
ONTRA-INDICATIONS 


ideal for prolonged therapy 


@ Effective in anxiety, tension and muscle spasm 

@ Well tolerated—not habit forming—essentially non-toxic 
@ Does not produce depression 

@ Orally effective within 30 minutes for a period of 6 hours 


® Supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets—3 times a day 


the original meprobamate dicorbomate—U Potent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. Fy) 
Literatu est © 


e and Sample Avatlahle On Re qu 
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For 
Ruggedness, 
Dependability 
and 

Better Fidelity 


MODEL D 
Electroencephalograph 


All Steel Console 


Stainless Steel dial plates 
and table top 


No “B" batteries or wet batteries 


| 


DEMECTRONIC GORP. 
MODEL FA-1 


Combined 
ECT-Stimylator 


Providing the advantages of both therapies 
write for particulars 
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Nembu-Serpim 


gnd-the-clock *edation plus tr 


The combination of 30 mg. (1 gr.) Nembutal Calcium (Pentobarbital 
Calcium) and 0.25 mg. reserpine in each tiny Nembu-Serpin 
Filmtab provides longer-lasting sedation—without drowsiness— than 
Nembutal alone, plus a more capid onset of tranquilizing 
effect than reserpine alone. 
e short-acting Nembutal quickly induces drowsiness at bedtime, 
followed by refreshing sleep. 
e longer-acting reserpine calms patients through the following 
days, yet they keep their drive and energy. 
Faster-acting—no waiting for cumulative response. Anxiety and 
hypertension patients experience almost immediate relief as 
Nembu-Serpin’s sedative-tranquilizing action rapidly takes effect. 
Smaller dosages—fewer side effects. Small dosages make side effects rare, 
medication economical, dosage schedules simple. Just one 
Nembu-Serpin Filmtab at bedtime will calm the worries of 
most anxiety patients. In bottles of 100 and 500 Filmtabs. Obbott 
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“MYSOLINE" effectively controls 
grand mal and psychomotor seizures 


Control of seizures was obtained in 57 per cent of 97 grand 
mal patients where “Myso.ine” was used as initial therapy; 
an additional 22 per cent were improved.' In patients 
refractory to previous standard medication, Pence? obtained 
improvement to complete control in 70 per cent of cases. 
In his study, “Mysoutne” was added to current medication 
and in some cases this was replaced by “Mysouine” alone. 
He observed that patients can usually remain under control 
without necessitating dosage increases above the established 
maintenance level. “Grand mal convulsions, psychomotor 
automatisms and focal motor convulsive disorders respond 
most readily to this drug.””* 


NoraBLy Free From Serious Toxic Errects 


Urinalyses and blood counts during therapy failed to reveal 
any abnormalities.? When side reactions do occur, they 
are usually mild and transient and tend to disappear 
as therapy is continued. 


“"MYSOLINE: 


Brand of Primidone 


in epilepsy 


Supplied: 0.25 Gm. scored tablets, bottles tof 100 and 1,000, 
LITERATURE ON REQUEST 
1. Livingston, S., and Petersen, D.: New England J. Med, 254:327 (Feb, 16) 1956. 


2. Pence, L. M.: Texas State J. Med, 50:290 (May) 1954. 
3. Berman, B. A.: Am. J. Psychiat, 112:541 (Jan.) 1956. 


Ayerst Laboratories + New York, N.Y. + Montreal, Canada 


“*Mysoline’’ is available in the Uniced States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 
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Patient: "G.L., age 48, introduced 
himself to me as follows: ‘Doctor, 
I'm so nervous I can't sleep... 
can't eat...gas bothers me all 
the time...everything's useless. 
I don't even want to make a 
living any more!' 

"As a traveling salesman, he was 
under constant nervous pressure— 
making trains; keeping business 
dates; meeting schedules; eating 
catch-as—catch-can; sleeping on 
trains and in different hotels. 
He had a simple anxiety state— 
and obviously was deeply depressed." 


Medication: 'Dexamyl' (S.K.F.) 


Response: "His enthusiasm for 
'Dexamyl' was unlimited: He said, 


'...it actually made life worth 
living again.' 

"He is now able, for the first time 
in his life, to work with calmness 
and confidence." 


(From a case history by the patient's physician; 
unposed photos of patient G.L. taken during an office visit.) 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


“removes practically all of the previous risks inherent in the treatment.” 


respiratory 
safety 


cardiovascular 
safety 


orthopedic 
safety 


over-all 
safety 


“...patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
excellent.” ? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


“The arterial blood pressure is found to rise during the 
{unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted;.. .’"* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succiny!choline is noted to result in a slower and more 
even rate.”’* 


“ ..the occurrence of fractures and dislocations has been 
reduced to zero,’ 


“No fractures occurred in the group during therapy.’’® 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.” 


references : 

1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:158, 1955. 2. Nowill, 
W. K., Wilson, W., and Borders, R.: A.M.A. Arch. Neurol. & Paychiat. 71:19, 1954. 8 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, Aneathesiology 15: 623, 1954. 
4. Holmberg, G., et A.M.A. Arch. Neurol. & Paychiat. 72:73, 1954. 5. Wileon, W. P, 
and Nowill, W. K.: ibid. 71: 122, 1954. 


*ANECTINE’ Chloride brand Succinyicholine Chioride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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WHAT IS THE DIFFERENCE 
BETWEEN A TRANQUILIZER 


Comparison of the effect of Raudixin (tranquilizer) and a 


barbiturate (sedative) on the cortical electroencephalogram 


After Raudixin. E. E.G. not altered. 


After barbiturate. Typical “spindling” effect. 


Jecause barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 

taudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


0os*7e: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


suPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000, 
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a new S.K.F. product: 


a balanced combination of 


THORAZINE?! and DEXEDRINE 


a specific anti-anxiety agent a standard antidepressant 
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Indications: 

In mental and emotional disturbances: 

*“Thora-Dex’ is indicated in a wide variety of mental and emotional 
disturbances in which anxiety, agitation, or apprehension is compli- 
cated by depression. 


In somatic conditions complicated by emotional stress: 

“Thora-Dex’ is of value in many somatic conditions, apparently un- 
related, but in which emotional stress is a complicating or even a 
causative factor. With tension, apprehension, anxiety and depression 
allayed, the clinical picture and prognosis are greatly improved. 


When ‘Thorazine’ alone causes undesired drowsiness: 
“‘Thorazine’ alone sometimes causes drowsiness: while this effect may 
be desirable in some patients, it may prove troublesome in others. 
For instance, in the treatment of nausea and vomiting, especially in 
ambulatory cases where drowsiness is a problem, “Thora-Dex’ will 
be found widely useful. The patient treated with “Thora-Dex’ is 
generally more alert and assured, with normal interest, activity and 
capacity for work. 


Formula: 
*Thora-Dex’ Tablets are available in two strengths: (1) “Thorazine’ (chlor- 
promazine hydrochloride, S.K.F.), 10 mg., and ‘Dexedrine’ (dextro-am- 
phetamine sulfate, S.K.F.), 2 mg.; (2) “Thorazine’, 25 mg., and ‘Dexedrine’, 
5 mg. 
*‘Thora-Dex’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature on 
*“Thorazine’. 


Smith, Kline & French Laboratories, Philadelphia 


* Trademark 
t T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Relaxed 
but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 


Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 

include neuroses, mild psychoses, nervous 
symptoms of the. menopause, hyper- 
tension, hyperthyroidism and epilepsy. 


for sedation 


Sedative: 
32 mg. grain) and 
new 50 mg. (% grain) 
Antiepileptic: 
0.1 Gm. (1% grains) 
and 0.2 Gm. (3 grains) 


Tasteless TABLETS 


WINTHROP LABORATORIES New York 18,N.Y., Windsor, Ont. 


Meborol, trademark reg. U. 5. & Canoda, brand of mephoborbitel 
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“CLEAN, COOPERATIVE, AND COMMUNICATIVE” 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons,”"! 

Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.””! 

In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’”” 
Many reports have indicated that Serpasil 


serpasil 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


CIBA 


SUMMIT, N.J. 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is nof an indication 
for discontinuing treatment.’” 

1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 16) 1955 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Se. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:45 (April 15) 1955 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elixir, 
1.0 mg. and 0.2 mg. Sérpasil per 4-ml. teaspoon. 
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IMPORTANT BOOKS for the PRACTICING PSYCHIATRIST . . . . 


PROGRESS IN PSYCHOTHERAPY 
Edited by FRIEDA FROMM-REICHMANN, M.D., and J. L. MORENO, M.D. 


For the first time in one volume, progress in all fields of psychotherapy is summarized 
In addition to the advances reported and discussed by leading American authorities 
at the Section on Psychotherapy of the 1955 Meeting of The American Psychiatric 
Association, the editors have rounded out the coverage to include all major schools 
of thought and approaches to techniques, with contributions on psychobiology, hyp- 
notherapy, biodynamics, psychodrama, and existentialism—including progress in Eng- 
land and Europe as evaluated by leading foreign therapists. (Just published, 360 pp., 
$850) 


PSYCHOPATHY AND DELINQUENCY 
WILLIAM MeCORD, Ph.D., and JOAN MeCORD, Ed.M. 


The authors evaluate the great mass of evidence concerning the nature, cause and 
treatment of the psychopath and prov ide a concise usable concept ol this mental dis- 
order—including an incisive analysis of the promising results of milieu therapy 
(Published this month, 240 pp. 86450) 


CHANGING CONCEPTS OF PSYCHOANALYTIC MEDICINE 
Edited by SANDOR RADO, M.D., D.P.Se., and GEORGE E. DANIELS, M.D. 


Gathered from the Decennial Celebration of the Columbia University Psychoanalyt 
Clinic, this important volume brings together thought-provoking contributions, from 
more than 20 leading authorities, on various clinical aspects of psychoanalytic prac- 
tice, (Just published, 266 pp., 8675) 


PSYCHOANALYSIS OF BEHAVIOR 
SANDOR RADO, M.D., D.P.Se. 


Dr. Rado’s collective papers, published in German and American scientific periodicals 
from 1922 to 1952, present a unique, comprehensive, and detailed study of behavior 
(Just published, 390 pp., 87.76) 


THE DRUG ADDICT AS A PATIENT 
MARIE NYSWANDER, M.D. 


This manual fills the demand for a modern, comprehensive analysis of the psycho- 
logic, physiologic, and sociologic causes and effects of drug addiction. In view of the 
current interest and discussion of possible revisions in the laws pertaining to treat- 
ment, Re author's detailed review and practical recommendations, drawn from exten- 
sive experience with the problem, are especially timely. (Just published, 192 pp., 
$450) 


A NEW PSYCHOTHERAPY IN SCHIZOPHRENIA 
M. A. SECHEHAYE, translated by GRACE RUBIN-RABSON, Ph.D. 


Based on actual case history cures of “incurable” schizophrenics, this new book 
presents detailed experiences with symbolic realization as a new therapy. Written in 
the same clear and practical manner as Madame Sechehaye’s “Autobiography of a 
Schizophrenic Girl.” (Just published, 206 pp., 84450) 


Order Now—On Approval 


Please send, on approval: 


[) FROMM-REICHMANN AND MORENO ($8.50) | MeCORD ($6.50) 
| RADO AND DANIELS (86.75) RADO (87.75) 
| NYSWANDER ($4.50) SECHEHAYE (84.50) 
Vame | 
Che ck enclose d 
Charge my account |, 
( uly Ter Zone . Alate 


$81 Fourth Avenue 
New York 16, N.Y. 
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RESERPINE 


in Nervous and Mental Disorders 


THE RIKER BRAND OF RESERPINE 


is available in a wide range of 

dosage forms for ambulatory a 

and institutionalized patients 

Serpiloid Serpiloid 
Tablets (ORAL) Intramuscular | 
are available in the is available in 2cc. 
following strengths: ampuls, containing 2.5 : 
0.25, 1, 2, 3, 4 and mg. per cc. and 5mg. A 
5 mg. each per cc., respectively 
Quotations for institutional 
quantities supplied on request. ; 
Rik 

er Los Angeles 


5 
a 
. | 
XXX\ 


PRINTING « LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America~-The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and ae conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control, Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federa! Screet 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bidg., 4th & Walnut Se. LOS ANGELES: 1231 S. Main Se. 
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Just Published— 


LIPPMAN 
TREATMENT OF THE CHILD 
IN EMOTIONAL CONFLICT 


BY HYMAN S. LIPPMAN, M.D. 


Director, Amherst H. Wilder Child Guidance 
Clinic, St. Paul; Clinical Professor, Department of 
Psychiatry and Department of Pediatrics, Univer- 
sity of Minnesota Medical School; Professor of 
Social Work, School of Social Work, University of 
Minnesota, Minneapolis; former member of the 
Vienna Psychoanalytic Institute. Trained in child 
analysis under the personal supervision of Anna 
Freud. 


The book is based on the author's 25 years’ experi 
ence at the Amherst H. Wilder Clinic, and reflects 
his warm, human and particular interest in prob 
lems of neurotic illness, character disturbances, and 
delinquency in children. Dr. Lippman has chosen 
the kinds of situations which are most disturbing 
to parents, produce the most serious problems in 
the child's life adjustment, and cause the greatest 
amount of suffering in the child. He shows how 
these situations can respond to therapeutic efforts, 
describing the different methods of treatment and 
different outcomes. He emphasizes methods of 
evaluating ego strengths and weaknesses; the use 
of dream analysis to grasp a child’s conscious and 
unconscious fantasies, fears, and conflicts; anxiety 
and methods for locating its source; and the signifi- 
cance of the parents’ unconscious role in affecting 
a child's emotional adjustment. The noted analyst, 
Robert Waelder says of this book: “Dr. Lippman 
has digested a tremendous amount of material, and 
apart from the vast amount of psychoanalytic and 
psychiatric information that the book contains, no 
reader will remain untouched by the breath of a 
warm, yet mature, humanity.’ 


291 pages, 5§ x 8}. 


2 ORDER HERE PLEASE = = = 


Blakiston Division, MeGraw-Hill Book Ceo., Ine. 
330 West 42nd St., New York 36, N. Y. 


Please send me on 10-day approval *: 


Lippman—TREATMENT OF THE CHILD IN 
EMOTIONAL CONFLICT 


Check Enc M.O. Enc . Charge my account 
(Postage Prepaid) (Plus Postage) 


Name 
(please print) 


Address 


* Examination privileges available only in continental U.S.A 
AJP 6/56 


ELECTRONARCOSIS 


WHEN you become interested in giving 
electronarcosis treatments you will study the 
apparatus available. You will doubtless want 
the utmost in safety, efficiency and conven 
ience; price will be somewhat secondary. 
Concerning cost of equipment The ELEC 
TRONICRAFT ELECTRONARCOSIS INSTRU- 
MENT is more expensive than any other for 
two reasons: 
1. The wholesale cost of the material in 
each of our instruments is greater than 
the retail sales price of competitive 
equipment 
2. Instruments such as these cannot be 
built by line-production methods. The 
combination of extreme accuracy and 
great ruggedness requires much expert 
hand work 
We employ no salesmen or demonstrators 
however we shall be pleased to refer you 
to nearby hospitals and private practitioners 
where our instruments may be seen In actual 
use 


Elsctronicraft Company 


410 Douglas Building, 

257 South Spring Street, 

Los Angeles 12, California. 
Tel.: MAdison 5-1693 - 5-1694 
Cable address: GLISSANDO 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenue or THe Americas 
New 20, New Yor 
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Remembrances from friends are a great help during 


convalescence. So’s Pepsi-Cola. An old familiar friend, 
Pepsi refreshes without filling. 


PEPSI-COLA COMPANY, 3 West 57th Street, New York 19, N. Y 
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It’s actually easy to save — when you buy Series 
E Savings Bonds through the Payroll Savings 
Plan. Once you've signed up at your pay office, 
your saving is done for you. The Bonds you re- 
ceive pay good interest — 3% a year compounded 
half-yearly when held to maturity. And the 
longer you hold them, the better your return, 
Even after maturity, they go on earning 10 years 
more. So hold on to your Bonds! Join Payroll 
Savings today —or buy Bonds where you bank. 


Safe as America - 
US. Savings Bonds 


DIAGNOSIS: 


knife wound in 
the heart 


Unver THE blazing blue sledge hammer of 
a Chicago heat wave, the cramped, make- 
shift operating room shimmered like an 
oven, reeking of ether and carbolic. Six 
sweat-drenched, frock-coated doctors hud- 
dled in fascination, watching deft hands 
reach into a human chest and expertly stitch 
up a fluttering wound in the redness of a 
pulsing heart. 

Would he live? The surgeon mopped his 
brow and hoped. The year was 1893; the 
operation, fantastic. 

Live? Yes, he would live for many more 
years, thanks to the skill and courage of 
Dr. Daniel Hale Williams. 

Abandoned as a child, Williams, a Negro, 
had struggled hard for an education. Now 
only 37, he had already founded America’s 
first interracial hospital, Provident. And 
here he had just performed the first of the 
pioneering operations that would mark him 
as one of our country’s great surgeons. 

Sensitive and brave, Daniel Hale Williams 
was blessed with an abundance of the same 
urge to help his fellow man that binds and 
strengthens Americans today. 

And it is these strong, unified Americans 
who are our country’s real wealth—the real 
backing behind our nation’s Savings Bonds. 
In fact, they’re the true reason why U, S. 
Savings Bonds are considered one of the 
world’s finest, safest investments 

For your own security—and for America’s 
—why not invest in Savings Bonds regular- 
ly? And hold on to them! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 
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ANNOUNCING 


TOWARD A UNIFIED THEORY OF HUMAN BEHAVIOR 
Edited by Roy R. Grinker, M. D. 


A new volume of major significance, in which 13 noted authorities in psy- 
chiatry, psychology, sociology, anthropology, biology and the humanities join 
in a pioneer effort to lay the foundations on which there may someday be 
erected the much-needed unified theory of human behavior. The distin- 
guished contributors include Karl Deutsch, Alfred E. Emerson, Lawrence K. 
Frank, Jules Henry, Florence Kluckhohn, Talcott Parsons, Anatol Rapoport, 
Jurgen Ruesch, David Shakow, John P. Spiegel, Laura Thompson, James FE. P. 
Toman and Dr, Grinker. 


JUNE $6.50 


BASIC BOOKS INC., Publishers 
59 Fourth Avenue, New York 3, N. Y. 


New Membership Directory to be Available in June 


LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 
1956-1957 


Gentlemen: I enclose $. .... for my copy of the new 1956-1957 APA 
Membership Directory. 


Mail to: 
EXECUTIVE ASSISTANT 
AMERICA™ PisYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New York 


Note: Directory available to members at $1.00, non-members $2.00 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior high 
school, and a two-year postgraduate department. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence. Our work emphasizes a much wider concept of student training and growth than is 
conceived of im present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim 


V. V. Anverson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telep" me: Staatsburg 3571 


In the Foothills of the Poconos 


New York City. 


Directors: Frances M. King, formerly Director of ihe Sequin School 
% Catherine Allen Brett, M.A. 


Tie BRETT SCHOOL 


Dh. . 4ANS FERRY, PENNSYLVANIA 


Intensive, highly individualized personal training for a 
smal! group of girls over five years of age. Carefully 
chosen steff. Special modern teaching techniques and pro 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 


Telephone Dingmans Ferry 8138 References 


MORNINGSIDE SCHOOL 


Grades 6-12 co-ed day school Est. 1937 


For the child whose emotional problems prevent adequate functioning in the usual class 
situation, Morningside offers: 


An atmosphere of acceptance and understanding 

Work adjusted to students’ achievement levels 

Small classes averaging six students 

Academic and commercial courses leading to high school diploma 


The school cooperates with the child’s therapist in every way possible. Students are accepted 
at any iime during the year. 


548 West 114th St., N.Y.C., MOnument 2-3109 
Mary H. Wicks, Director (Opposite Columbia Univ.) 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 Avenue or THE Amenicas, Room 310 Date 
New 20, New York 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume Number 


NAME 
Print 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra 


(New Volume began 
July 1955.) Canada and South America Postage $.50 extra 
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@ Modern Treatment Facilities @ Psychotherapy E~- 
phasized @ Large Trained Staff @ Individual Attentior 
@ Capacity Limited @ Occupational and Hobby 


~~ Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 
door recreation, reviving normal interests and stimu- 


=a \ 
lating better appetites and stronger bodies... all on 
| N Florida’s Sunny West Coast . 
_ Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 
A MODERN HOSPITAL FOR. Medical Director—SAMUEL G. HIBBS, M.D. 
8! ic irector— 
EMOTIONAL READJUSTMENT 4°°° TER H. WELLBORN, JR. MD 
ZACK RUSS, JR” MD 


PETER J. SPOTO, M.D. 
ARTURO G. GONZALEZ, M.D. 


TARPON SPRINGS e FLORIDA Consultants in Psychiatry 
WARSON, M.D ROGER M.D 


ON THE GULF OF MEXICO BAILEY. MD 
Phone: Victor 2-1811 


HALL-BROOKE 
An Aelive Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 


A high ratio of staff to patients. 
Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 


outdoor activities. 
Each patient is under constant, daily psychiatric and medical 


supervision. 
Located one hour from New York on 120 acres of Connecticut 


countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. Blanche Glass, M.A. 

Alfred Berl, M.D. Mrs. Heide F. Bernard and 
Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Chief Consultant Associate Consultants 
| P. Jewerr, M.D Rurn Fox, M.D 
V. Sttvezeerc, M.D., F.A.P.A. L. CLovis Hiraninc, M.D 
| 
Assistant Medical Director Clinical Director Director of Research 
| Sitversperc, Mervyn Scuacnt, M.D., F.A.P.A Sreruen W. Kemester, M.D 


Resident Psychiatrists 
Jusrus Arwins, M.D Fran G. D'Euia, M.D Jerome Duckman, M.D Pau. Leresver, M.D 


| Psychologists 

| Mitprep SHerwoov Lerner, M.A Leatrice Styrr Scuacnr, M.A 


Consultants 


internal ticine 


| H. Hanus» Gina, A.D. Frank J. Massucco, M.D., J. RopmMan, M.D., F.C.C.P 
FACS Internal Medicine 
Surgery 
NATHANIEL J) Scuwar7z, M.D., Invinc J, Graunick, D.DS } 
Dentistry | 


Founded in 196 


HIGHLAND inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, cecupational 
and recreational therapy—for nervous and mental disorder 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, atfording excep 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care 


R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, MD 
Medical Director Associate Medical Director 
JOHN D. PATTON, MD 
Clinical Director 


SANITARIUMS and PRIVATE HOSPITALS 
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esthrook 


A private psychiatric hospital em- 


Staf, PAUL V. ANDERSON, M.D... President 
REX BLANKINSHIP, M.D., Medical Director 


BK. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES kK. HALL, JR., M.D., Associate 


‘ CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Paychologist 


ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational 
and recreational therapy —for nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 or THE Amenicas, Room 310 
New 20, New 

Enclosed herewith is $.............. for one year’s subscription to the AMERICAN 
JOURNAL OF PSYCHIATRY beginning with Volume ......... ee 

Print 


r or by the Volume... Foreign Postage $1.00 extra. (New Volume begins 


Subscription $12.00 a ye ’ 
a and South America $.50 extra 


July 1956 issue.) Canad 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activities. 


Harry C. Sotomon, M. D. Georce M. ScuLtomer, M. D 
Consulting Psychiatrist Vedical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 Southgate Road COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. Georce FE. Scort, M.D. 
THomas J. Hurvey, M.D. Ropert W. Davis, M.D 


CEDARCROFT SANITARIUM & HOSPITAL, IN 


R. F. D. No. 2, Columbia Road 
Silver Spring, Md. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


Resident and open staff, with privileges to qualified psychiatrists. 
Member of N. A. P. P. H. 


H. E. Andren, M. D. A. A. Huse, M. D., F. R.C. P. T. W. Steen, Ph. D. 
Medical Director D.P.M. (Lond.) Assoc. Med, Dir. Clinical Psychologist 


CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
Dexter M. M.D Marvin L. ApLAND, M.D 
CONSULTANT IN PSYCHOTHERAPY DIRECTOR OF PSYCHOTHERAPY 
Frepa FromMM-Reicumann, M.D. Ortro A. Jn, M.D. 
CLINICAL ADMINISTRATORS 
CLarence G. Scuutz, M.D Rowert W. Gisson, M.D. Cuaries A. Baker, M.D 
ASSOCIATES 
Cray F. Bannirtr, M.D. E. Dyrup, M.D Haroup F. M.D 
Donato L. Burgnnam, D Joun P. Fort, Jn., M.D. Rocer L. Suarino, M.D 
Joun L. Cameron, M Mitton G. M.D. Josern H. Smiru, M.D 
Joseru W. Coxe, 'M Cesar Meza, M.D Naomi K. Wenner, M.D 
Ceci. C. CuLLanper, M.D. Norman C. Riwtz, M.D. INTERNISTS 
CLINICAL PHYCHOLOGIST Cortnne Coorgen, M.D 
Marcarer J. Riocn, Pu. D. Steruen C. Jn., M.D 


ROCKVILLE MARYLAND 
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FAIR OAKS 


INCORPORATED 
Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 
Oscar Rozerr, M.D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


The HAVEN SANITARIUM INC. 


| 
ROCHESTER, MICHIGAN 
M. O. WOLFE, M. D. A psychoanalytically-oriented hospital 
of for the diagnosis and treatment of 
JOHN D. WHITEHOUSE, M. D. 
Clinical Director mental and emotional illness. 
A HINNICK 
cane ae Member of American and Michigan 
ospital Associations. 
Telephone: OLive 1-944] Hospital Associa 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr Hirscuserc, M.D., Dire ‘or Topeka, Kansas; Telephone 3-6494 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 
Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 
CHARLES T. BATTEN, M.D., Medical Director 
1267 San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 
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COCEANSIDE GARDENS SANITARIUM, Inc. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT — H HOUCK, M.D., F.A.P.A 
Physiciarin- Charge 
IRMA K. CRONHEIM, M.D., A.P.A. THOMAS A. NACLERIO, M.D. 
Senior Psychiatrist Associate Psychiatrist in Psychotherapy 
LUDWIG LEWIN, Pa.D 
Administrative Director 


24 Harold Street OCEANSIDE, L. L., NEW YORK ROckville Centre 6-4348 


Established 1930 PINE WO O D Katonah 4-0775 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. Approved training program for residents. 


Joseph Epstein, M.D., F. A. P. A. ‘ 
Louis Wender, M.D., F. A. P. A} Physicians-in-Charge 


ree" RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cotiage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuaries E. Wurre, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


Founded RIVER CREST SANITARIUM 1896 
New York City 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 


Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M.D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 


Astoria 5, New York AStoria 8-0820 
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Saint JoserpH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province ) 
ACUTE MENTAL AND NERVOUS CASES 


also 
CONVALESCENT AND REST PATIENTS 


SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 


Phone: WINDSOR HOSPITAL, Inc. Established 
CHestnut 7-7346 Chagrin Falls, Ohio 1898 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuors, M.D. G. Pautine WELLS, R.N. Herpert A. SInver, Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please odd 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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Dever eux Summer Camp In Pennsylvania, Maine, or Cali- 
fornia, it fosters diversion of 
emphasis from what is impaired 
to what remains intact—neuro- 
logically, emotionally, or func- 
tionally. It also offers full 
camping programs and fa-ili- 
ties, as a complement to formal 
psychotherapy and a vehicle for 
re-education. 

Like Devereux Schools and 
Communities, Devereux Camps 
are homogeneous, therapeuti- 
cally directed, and individually 
staffed and equipped to meet the 
most exacting parent's stand- 
ards. Devereux is based on the 
premise that the normal en- 
vironment of childhood, ado- 
lescence, and youth—in our cul- 
ture—is scholastically oriented. 
Accordingly, all its facilities 
are patterned on those of the 
independent school, junior col- 
lege, and traditional schoo: 
camp—~—with appropriate modifi- 
cations. 

Full information may be had 
from 

JOHN M. BARCLAY 
Director of Development 
The Devereux Foundation 
Devon, Pennsylvania 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associate Directors 
ROBERT |. ERIGDEN, Pa.9. EDW/ARD FRENCH, Ph.D. 
MICHAEL 8. DUNN, Ph.0. ROBERT T. GRATTAN, M.D, 
4. CLIFFORD SCOTT, M>. 
A Santa Barbara, California Devon, Pennsyivania 
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